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Patients undergoing expectant treatment for toxaemia of 
pregnancy include some who have developed severe toxaemia 
at a comparatively early stage of pregnancy and who may 
spend many weeks in hospital before delivery. They form 
a small but difficult group. As the sole object of prolonged 
expectant treatment is to produce a healthy child, its value 
can only be assessed by the foetal salvage rate. This in- 
vestigation has been confined to the severe forms of pre- 
eclampsia, eclampsia, essential hypertension and chronic 
nephritis in patients who were admitted to hospital during 
the first 32 weeks of pregnancy. 

The incidence of pre-eclampsia before the 32nd week is 
small. In Dieckmann’s series' it did not occur before the 
24th week and only 14°, occurred before the 30th week. 
Most cases of hypertension before the 24th week are due 
to chronic hypertensive disease and a few to chronic glo- 
merular nephritis, the incidence of which, in association 
with pregnancy, was | in 1,000 in Dodds and Browne’s 
series.2 Rare instances of eclampsia have been recorded 
before the 24th week of pregnancy, and pre-eclampsia may 
be associated with vesicular mole before the 20th week. 
Pre-eclampsia may develop in association with chronic 
hypertension at any time after the 20th week. 

Although the standard of severity of toxaemia varies 
with different authors, a systolic pressure of 160 mm. Hg 
on admission to hospital has been regarded as the chief 
criterion of severe toxaemia in the present series. Other 
factors taken into consideration, particularly in cases of 
hypertension with an initial systolic pressure of less than 
160 mm., were the presence and degree of albuminuria and 
oedema, but in all these cases the blood pressure sub- 
sequently rose to 160 mm. or higher. Browne and Browne* 
State that ‘it is all-important to keep the blood pressure 
below the “critical level’’ of 160 systolic if the foetus is to 
survive’. The life of the foetus in severe toxaemia occurring 
before the 32nd week of pregnancy is very precarious, not 
only from the constant danger of intra-uterine death but 
also from the high incidence of premature labour. From 
the very outset the question to be decided is which preg- 
nancies are dangerous and must be terminated and which 


pregnancies may be allowed to continue with a reasonable 
chance of producing a live child. 


Material 


In the 4-year period 1951-54, a consecutive number of 
11,889 hospital patients of all races were delivered at the 
Provincial Hospital, Port Elizabeth, Among them was a 


TABLE I. PARITY 
Booked Non-booked Total 
Primigravidae.. 8 4 12 
Multigravidae .. 12 13 25 
Total 20 17 37 
TABLE Il. MATURITY ON ADMISSION 
20-24 weeks 25-28 weeks 29-32 weeks 


9 15 13 


group of 37 patients (Table I) (0-31 with severe toxaemia, 
who were not beyond the 32nd week of pregnancy and who 
remained in hospital until delivery. Their maturity at the 
time of admission is shown in Table If. Of the 37 patients 
32 were between the 24th and 30th weeks of pregnancy on 
admission; 2 had reached the 32nd week and 3 were less 
than 24 weeks. 


Signs of Severe Toxaemia on Admission (Table U1 

Blood Pressure. In 32 patients the blood pressure on 
admission was 160/100 mm. Hg or higher, and among 
them were 11 with a systolic pressure of over 200 mm. 
In 20 of these 32 patients the blood pressure later rose to 
a higher level than that on admission. The 5 highest blood 
pressures recorded ranged between 250 and 280 mm. systolic 
and between 140 and 180 diastolic. The 5 patients in whom 
the initial blood pressure was less than 160/100 mm. were 
nevertheless classified as severe toxaemias, because on 
admission 3 had albuminuria (+ +), 1 had albuminuria 
and oedema, and | had gross oedema. In all 5 patients the 
blood pressure later reached 160/100 mm. or more and, 
as further confirmation of the severity of the toxaemia, 
only | was able to continue with pregnancy beyond the 
week. 
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The group of 8 patients whose only sign of toxaemia on 
admission was a blood pressure of over 160/100 mm. con- 
sisted of 3 pre-eclamptics, 3 chronic hypertensives and 2 
unclassified. Of these, 3 subsequently developed albu- 
minuria, including 1 case of fulminating pre-eclampsia, 
who was delivered by Caesarean section at the 30th week. 

Albuminuria. In 28 patients albuminuria was present 
on admission, in 11 of whom it was severe (+ ++ or more), 
in 10 moderate (+ +), and in 7 mild (+). 

Oedema. In 19 patients oedema was present on admission, 
and in 8 of these it was severe. 


TABLE Ill. SIGNS OF TOXAEMIA ON ADMISSION 


Hypertension, Hypertension Hypertension Hypertension 
Albuminuria an and only (over 
and Oedema Albuminuria Oedema 160/100 mm.) 

18 10 1 8 


The cases are classified in Table IV according to their 
underlying pathological conditions. Of the 9 unclassified 
cases 5 were admitted as emergencies and the 4 booked 


TABLE IV. CLASSIFICATION OF CASES 

15 (40-5% 

0 
12 (32°4%) 

1( 2:7%) 

9 (24-3%) 
cases had attended the antenatal clinic once or twice only. 
In the absence of blood-pressure readings during the early 
weeks of pregnancy it was not always possible to differen- 
tiate accurately between the pre-eclamptic and the chronic 
hypertensive groups, particularly when the pre-eclampsia 
had supervened in the latter group. 

Time and Method of Delivery (Tables V and VI) 

The average length of stay in hospital from admission 
to delivery was 25-7 days and the longest period was 114 
days. 

Within 6 days of admission 16 patients had been de- 
livered and 3 more were delivered within the next 3 days. 
That is to say, a total of 19 patients did not respond to 


Pre-eclampsia. . 
Eclampsia_ .. 
Chronic hypertension 
Chronic nephritis 
Unclassified 


TABLE V. DAYS IN HOSPITAL BEFORE DELIVERY 


Days 0-10 11-20 21-30 31-40 41-50 Over 50 
Patients .. 19 2 4 2 3 7 


treatment; within 9 days of admission 10 had gone into 
spontaneous labour and 9 were delivered by abdominal 
section. The average length of stay in hospital of this non- 
responding group was 4-4 days and there was only 1 infant 
survivor (5-3 

The second group consisted of 18 patients who showed 
varying degrees of response to conservative treatment and 
in whom pregnancy continued beyond the initial period of 


TABLE VI. MODE OF DELIVERY AND INFANT RESULTS 


Still- Non- 

Total Live Died born viable 
Spontaneous a 9 2 1 6* 1 
Induced... oa: an 5 1 5 1 
Caesarean section .. 8 3 5 - - 
Hysterotomy - - - 8 
Total 10 7 11 10 


* Including one set of twins. 
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10 days; their average stay in hospital before delivery was 
46-9 days. Of these, 4 went into spontaneous labour; jn 
7 labour was induced and normal delivery followed, and 
in 7 pregnancy was terminated by abdominal section. There 
were 9 infant survivors in this group (50-0°%). 

Caesarean section or hysterotomy was performed in 16 
cases, in which immediate termination of pregnancy was 
essential. All the Caesarean sections took place between 
the 28th and 34th weeks of pregnancy, and the heaviest 
child weighed 3 Ib. 8 oz. (1,589 g.) at birth. Of the inductions, 
8 were done before the 34th week and the remaining 4 after 
the 37th week. 


Maternal Mortality 


There were no maternal deaths in this series, but the 
only patient with chronic nephritis, whose pregnancy was 
terminated by hysterotomy and sterilization at the 24th 
week, was readmitted a year later with uraemia and died, 
In this type of case, even though a live child is greatly de- 
sired, the prognosis for both mother and child is so bad 
that nothing is to be gained by conservative treatment. 
Infant Results (Table VID 

The 37 deliveries, including 1 set of twins, produced 28 
infants and 10 non-viable foetuses. There were 16 infants 
born alive, but 6 died, 5 of whom lived only a few hours. 
Prematurity was the cause of death in each case. There 
were 12 stillbirths, in which 6 were macerated and in 5 
others the foetal heart sounds were absent before delivery. 


TABLE VII. FOETAL MORTALITY 


No. of Cases _—_ Percentage 
Live children 10 26-3 
Neonatal deaths 6 15-8 
Fresh stillbirths .. 6 15-8 
Macerated foetuses = wit 6 15-8 
Non-viable foetuses 10 26:3 


There were no foetal abnormalities in this series. The gross 
foetal mortality rate was 73-7%, which includes the 10 
non-viable foetuses. Of the 10 infant survivors, 5 were 
premature with birth weights ranging from 2 Ib. 4 oz. (1021 g.) 
to 3 lb. 8 oz. (1,589 g.), while the weights of the 5 mature 
survivors ranged from 6 lb. (2724 g.) to 7 Ib. 10 oz. (3462 g.); 
4 of the latter were born after induced labour. There was | 
stillbirth after a spontaneous delivery of a foetus weighing 
5 lb. 10 oz. (2554 g.) at the 38th week; this was the only 
stillbirth in the series that might have been avoided by an 
earlier induction. 

No patient who had a systolic b ood pressure of over 
200 mm. or severe albuminuria (+ ++) on admission to 
hospital gave birth to a live child. There were 18 such patients 
in this series, of whom 4 had severe albuminuria with a 
systolic pressure of over 200 mm., 7 had severe albuminuria 
with blood pressures varying from 130/90 to 190/110, 
and 7 had a systolic pressure of over 200 mm. with albu- 
minuria of + or ++ or no albuminuria. 


DISCUSSION 


The results of this analysis show that the foetal prognosis 
in severe toxaemia before the 32nd week of pregnancy is 
not entirely hopeless, the gross salvage rate being 26°3%. 
In order to assess the effect of prolonged expectant treatment 
more accurately, the patients are classified in 2 groups. 
In the first, or non-responsive, group the fate of the foetus 
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was settled within 10 days of admission to hospital and, 
in most cases, within 6 days. The severity of the toxaemia 
was such that 19 patients (51-4%) after an average stay 
of 4-4 days in hospital had been delivered either spontane- 
ously or by abdominal section. There was only | infant 
survivor and the rest must be regarded as unavoidable 
foetal wastage. The survival of any infant in this group 
is largely fortuitous but much depends on good nursing. 

The 18 patients (48-6°%) who formed the second group, 
with an average stay of 46-9 days in hospital before de- 
livery, showed varying degrees of response to expectant 
treatment; some responded well, but others had one or 
more relapse. Only 6 patients managed to continue with 
pregnancy as far as the 37th week or beyond, while the 
remaining 12 had all been delivered by the 34th week. There 
were 9 infant survivors, a foetal salvage of 50-0° for the 
group. When one considers the early onset and the severity 
of the toxaemia, as well as the hazards of prematurity, this 
result is reasonable enough to justify the many weeks of 
expectant treatment. Pregnancy was always terminated if 
any of the recognized indications appeared. The first 10 
days after admission to hospital is the critical period, be- 
cause the immediate fate of the pregnancy is then decided. 
Those patients in this series who were able to continue 
beyond the critical period had an even chance of a successful 
pregnancy. 

Although no one with a systolic blood pressure above 
200 mm. on admission gave birth to a child who survived, 
such a high pressure does not necessarily preclude a success- 
ful issue. In 1954, towards the end of this series, 4 of the 
severe chronic hypertensive patients were treated with 
hypotensive drugs without effect, but recently a few early 
cases of equal severity have responded to possibly more 
effective hypotensive therapy and have left hospital with 
healthy children. Unless there is a considerable fall in 
blood pressure within 7-10 days of commencing treatment, 
it is advisable to terminate pregnancy. 

No patient admitted with severe albuminuria (+ + +), 
irrespective of the degree of hypertension, was able to con- 
tinue with pregnancy or give birth to a live child. Con- 
servative treatment is contra-indicated in this condition and 
also in severe chronic nephritis. Although there were no 
cases of eclampsia in the series, it is generally agreed that 
they too should be terminated 24 hours after the cessation 
of fits. In eclampsia, and in all cases with severe or per- 
sistent albuminuria, death in utero may occur at any time, 
and needless prolongation of pregnancy achieves nothing. 

When one is confronted 8-16 weeks before term with a 
case of severe toxaemia, the immediate problem is to decide 
whether pregnancy should be terminated or not. It is always 
difficult to know whether such a patient, particularly one in 
need of a much wanted child, can continue successfully 
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with pregnancy, for it is disappointing to all concerned 
when it ends in failure after many weeks of conservative 
treatment. To a large extent one can, and in fairness to 
the mother one should, exclude those patients who will 
fail to benefit by expectant treatment. For example, if 
this course had been adopted in the present series, all the 
patients in the first group would have been automatically 
excluded and also 6 in the second group, consisting of 
3 cases of non-responsive severe hypertension, 2 of severe 
albuminuria (+++) and 1 of severe chronic nephritis. 
The remaining 12 patients in the second group would then 
have been selected for expectant treatment, with 9 live 
babies as a result. Those finally chosen might be few in 
numbers, only one-third of the original, but this is preferable 
to unnecessary wastage of time and beds, not to mention 
the inevitable disappointment. 


SUMMARY 


1. Thirty-seven patients with severe toxaemia were 
admitted to hospital between the 20th and 32nd weeks of 
pregnancy, an incidence of 0-31°% in 11,889 consecutive 
deliveries. 

2. Ten babies were discharged alive and well, a gross 
foetal salvage of 26-3°%%. 

3. Within 10 days of admission the worst cases had been 
delivered either spontaneously or by intervention, and the 
patients accordingly fell into 2 groups, viz. (a) the first or 
non-responsive group consisting of 19 patients (51-4%), 
who spent an average of 4-4 days in hospital before de- 
livery, with 1 infant survivor, and (b) the second or respon- 
sive group consisting of 18 patients (48-6°{), who spent 
an average of 46-9 days in hospital before delivery, with 
9 infant survivors. 

4. Only patients in the second group (4), after further 
elimination of unsuitable subjects, should be selected for 
expectant treatment. Those to be excluded are cases of 
eclampsia, severe chronic nephritis, severe albuminuria, 
and persistent chronic hypertension with a systolic pressure 
of over 200 mm. Hg in spite of hypotensive therapy. Preg- 
nancy must be terminated if a severe relapse occurs. 

5. The writer expresses the opinion that this selection 
of patients for expectant treatment will reduce the time 
spent by unsuitable cases in hospital, with its associated 
wastage, and thereby avoid unnecessary disappointment to 
all concerned. 


I wish to thank the Medical Superintendent of the Provincial 
Hospital, Port Elizabeth, Dr. J. MacLean, for permission to 
publish this article. 
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EDITORIAL 


DIETARY FAT, SERUM CHOLESTEROL AND 
CORONARY HEART DISEASE 


Since it was last discussed in these columns,' the relationship 
of the diet, serum cholesterol and coronary heart disease 
has continued to be the subject of considerable attention. 
More than a score of investigators in various parts of the 
world have confirmed that dietary fats differ in their action 
on the serum-cholesterol level and without exception they 
have substantiated the claim of Groen et al.,? Kinsell et al.,* 
Ahrens etal.‘ and Bronte-Stewart et a/.° that certain unsaturated 
fats lower the serum-cholesterol level. An article by Gordon 
and Brock® in a recent issue of this Journal has taken the 
matter a stage further by demonstrating that this effect 
of unsaturated fats can be achieved in active men on their 
ordinary diets and that it can be maintained indefinitely. 

The main interest of the practising physician in choles- 
terol-reducing diets arises out of the assumption that by 
maintaining low serum-cholesterol levels the development 
of coronary heart disease will be inhibited. The experi- 
mental, biochemical, epidemiological and clinical evidence 
on which this assumption is based is considerable but is 
almost entirely indirect.’ For example, it has been found 
that groups of patients with clinical evidence of coronary 
heart disease tend to have higher serum-cholesterol levels 
than the rest of the population.* Although the differences 
between the mean values for the ‘coronary’ and the ‘control’ 
groups are significant, the individual readings may overlap 
considerably. This is not unexpected when one realizes 
that in the populations studied, the control groups are 
‘normal’ only in the immediate clinical sense and many 
may have severe but subclinical atherosclerosis. In_ this 
connection Morris" has pointed out that in England over 
60°, of men aged 60-64 years have quite substantial athero- 
sclerosis, whereas only 5°, have clinical signs of coronary 
heart disease. It was felt, therefore, that a causal role for 
the serum cholesterol in the development of coronary heart 
disease would be more adequately assessed in a prospective 
study, and the preliminary observations in 2 such studies 
have recently been reported. 


In the first of these, the Committee on Lipoproteins and 
Atherosclerosis of the National Advisory Heart Council of the 
United States of America'® conducted a nation-wide survey 
of the serum-cholesterol and lipoprotein levels of American 
men. 4,914 men in the age-group 40-59 years were judged 
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VAN DIE REDAKSIE 


DIEETVET, SERUM-CHOLESTEROL EN 
KROONSLAGAAR-HARTSIEKTE 


Sedert dit laas in hierdie rubriek bespreek is,’ geniet die 
verhouding tussen die dieet, serum-cholesterol en kroon- 
slagaar-hartsiekte nog steeds baie aandag. Meer as ’n twintig- 
tal navorsers in verskeie dele van die wéreld het dit bevestig 
dat die dieetvette onderling verskil in hul uitwerking op die 
serumgehalte aan cholesterol en hul stem eenparig saam 
met Groen et al.,* Kinsell et al.,* Ahrens et al.,* en Bronte- 
Stewart ef al.> dat sekere onversadigde vette die serum- 
cholesterolinhoud laat daal. In ‘n artikel wat onlangs in 
hierdie Tydskrif verskyn het, voer Gordon en Brock® die 
saak nog ’n entjie verder met hul bewering dat hierdie uit- 
werking van onversadigde vette behaal kan word by aktiewe 
mans, op hul gewone diéte, en dat dit vir ‘n onbepaalde tyd 
volgehou kan word. 

Die praktiserende geneesheer se vernaamste belang by 


diéte wat die cholesterolgehalte verminder, het sy oorsprong_ 


in die stelling dat die ontwikkeling van kroonslagaar-hart- 
siekte beperk kan word deur die serum se inhoud laag te 
hou. Hierdie stelling word ondersteun deur vele bewyse in 
die navorsing, biochemie, epidemiologie en in die kliniek, 
maar dié bewyse ‘s feitlik almal indirek.’? Dit is bv. bevind 
dat groepe pasiénte met kliniese tekens van kroonslagaar- 
hartsiekte geneig is om hoér serum-cholesterolgehaltes as 
ander mense te hé.*-!° Hoewel die verskille tussen die gemid- 
delde waardes vir die ,kroonslagaar-’ en die ,beheer’-groepe 
veelbetekenend is, gebeur dit ook dat die indiwiduele syfers 
heelwat kan saamval. Dit is dan ook te verwagte as ’n mens 
besef dat die beheergroepe wat bestudeer is, ,normaal’ was 
slegs in die suiwer kliniese sin en dat baie van die pasiénte 
aan ernstige maar subkliniese aterosklerose kon gely het. 
In hierdie verband het Morris daarop gewys dat in Engeland 
meer as 60°, mans van 60-64 jaar ’n taamlik ernstige atero- 
sklerose het, terwyl slegs 5°% kliniese tekens van kroon- 
slagaar-hartsiekte toon. Daar is toe gemeen dat die veroor- 
sakende rol van die serum-cholesterol by die ontwikkeling 
van kroonslagaar-hartsiekte vollediger bereken kon word in 
*n verdere studie, en die preliminére waarnemings van twee 
sulke navorsingskemas is onlangs gerapporteer. 

In die eerste verslag het die Komitee insake Lipoproteiene 
en Aterosklerose van die Nasionale Adviserende Hart-Raad 
van die VSA™’n studie gemaak van die serum-cholesterol- en 
lipoproteienegehaltes van die gemiddelde Amerikaanse man. 
Aan die begin van die studie was dit bevind dat 4,914 mans 
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to be clinically healthy at the onset of the study; within 
1-2 years, 65 of these men had developed ‘definite’ clinical 
coronary heart disease; in 57 of these, serum-cholesterol 
determinations had been made, and the mean level was 
significantly greater than that of the whole group. Similar 
findings were made in a smaller survey in Framingham, 
USA:'® in a 4-year study of 898 apparently healthy men, 
the rate of development of overt coronary heart disease 
was 112 per 1,000 in those with initial serum-cholesterol 
levels over 260 mg. per 100 ml.; in those whose initial levels 
were less than 225 mg. per 100 ml. the rate was 40 per 1,000. 
It is noteworthy that in the former survey, it was found 
that the serum-cholesterol level was a better ‘predictor’ of 
clinical coronary heart disease than the much vaunted 
ultra-centrifuge lipoprotein determinations. 


In order to complete the chain of evidence which links 
the serum-cholesterol level aetiologically with coronary 
heart disease, clinical trials have been instituted in several 
centres to assess the value of cholesterol-reducing regimes 
in preventing the development and progression of the dis- 
ease. The natural history of coronary heart disease is ex- 
tremely variable and it will be necessary for such clinical 
trials to extend for several years and to include large numbers 
of subjects. Their adequate control will be fraught with 
difficulty; much publicity has been given by the lay press 
to the early studies on the dietetics of coronary heart disease 
and most patients with coronary heart disease are already 
modifying their dietary fat consumption. Moreover, in 
view of the considerable indirect evidence of their potential 
benefit, the withholding of cholesterol-reducing diets from 
individuals at risk may be questioned on ethical grounds; 
but until the benefits of these diets have been shown in 
direct clinical trials, the case for recommending them to 
the population generally will remain ‘not proven’. 

In a recent review, however, Brock" has concluded that, 
despite the incomplete evidence, dietary modification may 
be justifiably applied in certain cases, i.e. in ‘those who 
are at risk of coronary thrombosis and who have either 
middle-aged or essential hypercholesterolaemia’. His asso- 
ciate, Gordon,!® has tentatively defined the indications for 
cholesterol-reducing regimes in more precise terms and has 
Suggested that they include 2 groups of cases: firstly, those 
with essential hypercholesterolaemia, in whom it has been 
shown that such regimes may produce regression of xantho- 
matous lesions;'*!7 secondly, individuals with serum- 
cholesterol levels greater than 275 mg. per 100 ml. who in 
addition have either a family history of coronary heart 
disease or have themselves clinical evidence of the disease. 

The optimal constitution of the cholesterol-reducing diet 
has yet to be established. Keys ef al.’ still believe that 
Testriction of the total dietary fat is more effective than 
diets rich in unsaturated fats. Gordon and Brock, however, 
in their recent article® have shown that a reduction of the 
Serum-cholesterol level can be achieved without any dietary 
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in die ouderdomsgroep 40-59 jaar klinies gesond was; 
binne 1-2 jaar het 65 van hierdie mans ,definitiewe’ kliniese 
tekens van kroonslagaar-hartsiekte getoon; by 57 van hierdie 
65 was die serum-cholesterol bereken, en die gemiddelde 
gehalte was veelseggend hoér as dié van die groep as geheel. 
Ooreenstemmende bevindings was aangeteken in ’n kleiner 
oorsig gedoen in Framingham, VSA:'* in ’n studie oor 
4 jaar van 898 oénskynlik gesonde mans, is dit bevind dat 
uitgesproke kroonslagaar-hartsiekte by 112 uit 1,000 pasiénte 
met aanvanklike serum-cholesterolgehaltes van meer as 
260 mg. per 100 ml. ontwikkel het; by dié wie se aanvanklike 
gehaltes minder as 225 mg. per 100 ml. was, was die syfer 
40 uit 1,000. Dit verdien die aandag dat dit in die vorige 
oorsig bevind is dat die serumgehalte aan cholesterol ’n 
beter ,voorspeller’ van kliniese kroonslagaar-hartsiekte was 
as die beroemde ultra-centrifuge lipoproteienbepalings. 

Ten einde die ketting van gegewens wat die serum-choles- 
terolgehalte etiologies in verband bring met kroonslagaar- 
hartsiekte te voltooi, is daar begin met kliniese navorsing in 
verskeie sentrums om die waarde te bepaal van cholesterol- 
verminderende diéte by die voorkoming van die ontstaan 
en voortwoekering van hierdie siekte. Die natuurlike geskie- 
denis van kroonslagaar-hartsiekte kan geweldig varieer, en 
dit sal wel nodig wees dat sulke kliniese studies oor verskeie 
jare voortgesit word en dat hulle op groot aantalle pasiénte 
uitgevoer word. Daar sal moeilikhede verbonde wees aan 
die doeltreffende beheer van hierdie studies; die lekepers het 
reeds baie inligting verskaf oor die eerste navorsing insake 
die verband tussen dieet en kroonslagaar-hartsiekte, en die 
meeste pasiénte wat aan hierdie siekte ly is reeds besig om 
hul inname van vette in die dieet te wysig om by sulke raad- 
gewings aan te pas. Buitendien, met die oog op die aan- 
sienlike hoewel indirekte bewyse van hul potensiéle nut, 
is dit eties aan te twyfel of ons die cholesterol-verminderende 
diéte mag weerhou van persone wat gevaar loop om kroon- 
slagaarmoeilikheid te ontwikkel; maar tot tyd en wyl die 
voordele van hierdie diéte bewys word in kliniese toets- 
reekse, is dit nog glad nie te sé dat hulle sonder meer aan die 
algemene bevolking aanbeveel mag word nie. 

In *n onlangse oorsig het Brock! egter die mening uit- 
gespreek dat dieetwysigings, ten spyte van die onvolledige 
bewyse, tog tereg toegepas kan word by sekere gevalle, 
d.w.s. by ,dié pasiénte wat gevaar loop om koronére trombose 
te ontwikkel en wat middeljarige of essensiéle hipercholes- 
terolemie het’. Sy medewerker, Gordon,’ het in nog defini- 
tiewer terme °n voorlopige definisie gemaak van die aan- 
duidings vir cholesterolverminderende diéte en stel voor 
dat hulle twee groepe van gevalle raak: eerstens dié met 
essensiéle hipercholesterolemie by wie dit bewys is dat 
sulke kursusse ’n verbetering van die ksantomiese letsels 
teweeg kan bring;'*. 1? en tweedens, indiwidue met serum- 
cholesterolgehaltes hoér as 275 mg. per 100 ml. wat daar- 
benewens ’n familieneiging tot kroonslagaar-hartsiekte het of 
self kliniese tekens van hierdie siekte toon. 

Die doeltreffendste samestelling van die cholesterol- 
verminderende dieet is nog nie vasgestel nie. Keys et al.'* 
glo nog dat beperking van die totale dieetvet doeltreffender 
is as diéte ryk aan onversadigde vette. Gordon en Brock 
het egter in hul onlangse artikel aangetoon dat die serum- 
cholesterolgehalte sonder enige dieetbeperking verminder 
kan word, eenvoudig deur ’n daaglikse byvoeging tot die 
dieet van 50 g. onversadigde vet. Hulle lé nadruk daarop 
dat hulle hierdie metode slegs vir eksperimentele doeleindes 
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restriction, simply by taking a supplement of 50 g. of an 
unsaturated fat daily. They emphasize that they have used 
this regime for experimental purposes only, and because 
it may cause an undesirable gain in weight they do not 
advise it as a practical measure. Instead, they suggest that 
a diet in which saturated fats are moderately restricted and 
partly replaced by unsaturated fats will maintain a satis- 
factory reduction in the serum-cholesterol level without the 
unhappy sequelae of strict fat restriction or of obesity. 
The indications for such a dietary regime and the assess- 
ment of its adequacy will depend on estimations of the 
patient’s serum-cholesterol level. Gordon and Brock® draw 
attention to the quite marked, apparently spontaneous, 
fluctuations which may occur in the serum-cholesterol 
levels of active men on free diets. Serial estimations will 
therefore be required before any decisions can be made. 
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gebruik het, en omdat dit ‘n ongewenste gewigtoename 
kan veroorsaak, beveel hulle dit nie aan as ’n praktiese 
maatreél nie. Hulle stel instede daarvan voor dat ’n dieet 
waarin die versadigde vette redelik beperk is en gedeeltelik 
vervang word deur onversadigde vette ’n bevredigende 
vermindering in die serum-inhoud van cholesterol in stand 
sal hou sonder die ongelukkige gevolge van strenge vette- 
vermindering of van vetsug. 

Die aanduidings vir so ‘n dieetskema, en die berekening 
van sy doeltreffendheid, sal afhang van die bepaling van 
hoeveel cholesterol die pasiént se serum bevat. Gordon en 
Brock® vestig die aandag op die skerp, oénskynlik spontane 
fluktuasies wat kan voorkom in die serum-cholesterol- 
gehaltes van aktiewe mans op gewone diéte. Reeksbereke- 
nings sal dus nodig wees voordat daar tot enige besluite 
gekom kan word. 
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MEDICAL RESEARCH IN SOUTH AFRICA 


The researches into the relation between diet and serum 
cholesterol (referred to above) which have been carried out 
in the Clinical Nutrition Research Unit of the Council 
for Scientific and Industria! Research and the University 
of Cape Town (Director, Prof. J. F. Brock) are an excellent 
example of the high standard of medical research work 
that is being done in South Africa. The reports published 
by the Unit have commanded attention throughout the 
world and have had a favourable reception in both the 
medical and lay press.'*® The Times (of London) recently 
published under a general heading of ‘Science and Medicine 
today’ an article entitled ‘Increase in Coronary Disease, a 
Major Challenge: Significance of Fats in the Diet’,* which 
was based on the review of the subject which Professor 
Brock’ had published in the Practitioner. In quoting this 
review the Times referred to Professor Brock as having 
‘made a notable contribution to the problem’. 

It will be noted that the nutritional researches that have 
been carried out in this Unit at Cape Town were made 
possible by financial aid from the Council of Scientific 
and Industrial Research. CSIR grants made to units in 
the South African Universities and other persons and in- 


stitutions have had a fertilizing effect in fields of research 

which is producing a valuable harvest of results. Financial 

assistance has also been given to Professor Brock’s unit 

by the Cape Fishing Industry, the South African Mutual 

Life Assurance Society, and the A. R. Richardson research 

fund, as well as valuable help from Messrs. Lever Bros. 

(S.A.) (Pty.) Ltd. and Marine Oil Refineries of Africa Ltd.* 
Full recognition ought to be awarded to these companies 

for the generous support they have given to this research. 

It is a South African example of a policy adopted on a very 

large scale by Finance and Industry in other parts of the 

world and, with other examples in this country which might 

be quoted, should stimulate other bodies in South Africa 

into similar action. To maintain the high standard of re- 

search and to increase its volume much more financial 

support is needed, not only from private donors but also 

from Government sources. 

New York Times, 1 April 1956. 

Time, 12 November 1956. 

Saturday Evening Post, 1 December 1956. 

Times (London), 14 February 1958. 

Cape Argus, 1§ March 1958. 

Sunday Times Johannesburg), 30 


Brock, J. F. (1958): Practitioner, 180, 
Brock, J. P. and Gordon, H. (1958): s. ‘Air. Med. J., 32, 663. 
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OBSERVATIONS AT OPERATIONS ON THE CARDIAC REGION IN MAN 


S.A. TYDSKRIF VIR GENEESKUNDE 


G. S. Mutter BoTtHa, M.B., CH.B. (CAPE Town), CH.M. (BirRM.) F.R.C.S., F.R.F.P.S. 
Lecturer in Surgery, University of Birmingham 


Although the hiatal area is often casually palpated at 
abdominal operations, a careful examination of the gastro- 
oesophageal junction is rarely made. A study of this region in 
man, unaffected by disease, under near-physiological con- 
ditions and in its normal anatomical relationships, remains 
impossible under experimental conditions. Inspection and 
palpation at operation are therefore second-best; this paper 
describes, with special reference to the closing mechanism, 
the observations made on the gastro-oesophageal junction 
in 12 patients at the time of partial gastrectomy. 


Subjects 

Twelve suitable volunteer patients of average build were 
examined (2 women, 10 men). The ages varied from 27 to 
58 years (average 43). Only those were selected who had 
benign ulcers in the distal half of the stomach or duodenum, 
who were in a good general condition, and who were found 
at laparotomy to have normal anatomy around the gastro- 
oesophageal junction. 
Method 


A standard thiopentone, relaxant, nitrous oxide and 
oxygen technique anaesthesia was administered, and the 
operation performed in the supine position. The hiatal area 
was carefully examined. The left lobe of the liver was then 
mobilized and reflected so that the anterior hiatal margin 
could be adequately visualized. After a careful inspection of 
the cardiac region, the size of the hiatus was measured. 
A metal clip was then firmly and accurately attached to the 
anterior edge of the diaphragmatic hiatus immediately in 
front of the oesophagus.' The operation of partial gastrectomy 
was proceded with up to the stage of anastomosis. The wound 
and stomach were then packed with mops; a small hole was 
made in the anterior gastric wall distal to the anticipated 
suture line; the finger was inserted and a careful digital 
examination of the interior of the stomach, cardiac orifice 
and lower oesophagus was carried out. 


FINDINGS 


The size of the hiatus. The hiatus has always been described 
as 1, 2 or 3 fingers wide. It is obvious, however, that the size 
will depend on the thickness of the examining finger and the 
forcefulness of the examination. In order to measure the 
size of the hiatus more accurately, a special hiatal caliper was 
devised. The bigger hiatuses were more easily and accurately 
measured, though great care was exercised throughout to 
avoid stretching or damage to the hiatal muscle or its attach- 
ments. The smallest transverse diameter was 1-5 cm. and the 
biggest 3-5 cm. (average 2-7 cm.). The hiatus was not ob- 
viously smaller in the two women. The tendency was for 
the diameter to increase with age, although wide hiatuses 
were encountered in young individuals and very small ones 
in elderly subjects. 

Hiatal constriction. Relaxant drugs in modern anaesthesia 
may entirely or partially abolish striated-muscle contraction. 
It is common, therefore, especially at the beginning of the 
operation, not to feel any constriction at the hiatus, but as 
the relaxants wear off this becomes more obvious. In many 


cases I could not demonstrate any significant ‘pinching’, 
even though the patients breathed on their own. 

Orientation inside the stomach. At first it was found much 
more difficult to orientate oneself inside the stomach than 
it would appear. The cardiac orifice is usually much ‘further’ 
away than is expected. The fundus and body of the stomach 
tend to disappear into the left paravertebral gutter, away from 
the examining finger. This posterior ‘recess’ is relatively deep 
and not always appreciated on inspection at laparotomy. 
A period of 5-10 minutes is necessary for a thorough examina- 
tion. Gentleness and care are essential; rough and rapid 
assessments not only lead to false conclusions but may 
actually disturb the normal relationships of tissue and organ. 
In the first few cases it was difficult to be absolutely sure of the 
anatomy, but subsequently I was quite satisfied that the finger 
could almost impart a ‘visual’ impression of the parts. This 
‘impression’ was drawn and the findings recorded at the end 
of each operation. 

The cardiac orifice. On gentle palpation, the cardiac orifice 
was at first missed in two patients. In one it was only located 
after the anaesthetist pushed down a Ryle’s tube. In another 
it was fairly easily located but the orifice was narrow, almost 
ring-like. In most patients the orifice was easily located and 
in a few it was wide open, lax and patulous, readily admitting 
the finger. If the finger was advanced in the line of the lesser 
curve, the tendency was to slide past the orifice, but if the 
finger was held at a right angle to the lesser curve, the orifice 
was entered directly. This is primarily due to the angle of 
insertion. Although the oesophageal insertion into the 
stomach was on an anterior plane the orifice actually opened 
into the stomach slightly from behind in every case. 

Mucosal folds at the cardiac orifice. Mucosal folds were 
present at the cardiac orifice in all patients, although hardly 
two patients presented the same pattern. Entirely different 
types of folds existed in the two patients where the orifice 
was located with difficulty. In the one the fold was shaped 
like a button-hole with a firm, rolled mucosal lip all round 
(Fig. 1f). The two edges approximated, but when the orifice 
was opened it just admitted the finger-tip. This ring-like 
mucosal fold could almost be mistaken for a stricture, except 
for the fact that it was smooth and soft, readily dilatable and 
freely moveable on the overlying musculature. In the other 
patient a crescentic greater-curve fold closed the orifice with 
perfect apposition. Voluminous radiating folds were present 
in some cases, even when the orifice was wide open. Some 
folds were firm and resisted manipulation as if they contained 
inherent tone; others were floppy, freely moveable and of 
inconstant pattern. In the great majority of patients the 
folds were more abundant on the greater-curve side of the 
orifice and appeared larger and more floppy. A constant 
feature on the lesser-curve side of the orifice was an elevated 
resistance over 5-10 mm., which could easily be felt as the 
finger moved over it. The exterior of the stomach was in- 
spected a few times while the finger was kept on this pad, but 
no localized constriction or sphincteric contraction was ever 
noticed at the site. This mucosal ‘resistance’ was not fixed 
to the overlying muscle and at times it was continuous with 
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Fig. 1. Author's diagrams of the 


the firm mucosal lip that wholly or partially surrounded the 
orifice. The folds were less pronounced and the orifice was 
much more patulous when a Ryle’s tube had been passed 
pre-operatively. The tube was always removed (when present) 
at the time of the investigation. It must again be emphasized 
that the utmost gentleness is necessary to feel these folds. 
Rough handling disturbs the ‘tone’ of the folds and the 
cardiac orifice. I have often noticed that after a few minutes 
of palpation the orifice felt different from what it was before; 
the first feel is therefore the most important. 

The vestibule. There was oesophagus below the diaphragm 
in every case, but its length varied. In 7 patients the vestibule 
was well marked—almost compartment-like in some. In 
3 patients it was not well defined and in 2 cases it was so wide 
and open that it felt like a prolongation of stomach. 

The valve. 1 found no evidence to suggest that the stomach 
fundus bulged against the terminal oesophagus and thereby 
created a mechanical flap which closed the cardiac orifice. 
The slope of the stomach fundus to the back and to the left 
does not favour the presence of a valve. The alignment of the 
lower oesophagus is also against this, although the terminal 
oesophagus is much straighter in the anaesthetized subject 
than is seen at barium-meal examination. 

The internal sphincter. Sphincteric constriction on one’s 


finger is a very subjective sensation; it is difficult to assess 
and impossible to measure. In 6 patients an area of increased 
tone was felt in the lower oesophagus and in 3 this constriction 
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findings in 6 subjects at operation. 


was located definitely above the crura. In one patient only, a 
ring-like contraction was felt about 1 cm. above the hiatus, 
The muscle tone in the vestibule, and especially at the cardia, 
was relatively poor. 

Sling fibres. This bundle was constant, and mainly 
responsible for the sharpness of the incisura. In some subjects 
these fibres formed a sharp muscular ridge which projected 
into the stomach lumen and provided a firm support for the 
redundant mucosal folds of the greater curve. In other 
patients the bundle was round, ill-defined and flabby, and 
then the orifice was mostly wide and patulous. I failed to 
find any constricting or sphincter-like action of these fibres. 

The crura of the diaphragm. \t was only after the crural 
tunnel had been examined through the cardiac orifice that 
I realized how unsatisfactory it was to assess crural function 
by putting a finger in the hiatus from outside the stomach. 
The tightness of the crura around the oesophagus varied 
considerably. In one patient the hiatus was so tight that the 
tip of the index finger could hardly be squeezed through. 
In others it was so wide that no external resistance could be 
felt. In the majority of cases, however, the crura could be 
felt as a definite resistance around the oesophagus. The crural 
‘tunnel’ was not marked but it was definitely longer than that 
in dissected anatomical specimens, mainly because of the 
oblique slope of the dorsal part of the diaphragm and the 
fact that the crura do not join the gullet at a right angle but 
fold along the organ. 
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The distance from the cardia to the hiatus varied. In one 
patient the left hiatai margin lay in the cardiac incisura; 
in another it was almost 3 cm. above. In the majority the 
anterior hiatal margin was 1-1-5 cm. cranial to the cardia. 

In a few subjects definite ‘pinching’ could be felt at the level 
of the crura. This squeezing effect from the sides was mainly 
present during inspiration and absent during expiration. In 
some patients the constriction was very slight and in others 
it was completely absent. The degree of diaphragmatic con- 
traction, however, depended entirely on the depth of anaesthe- 
sia and the dose of relaxants that was used. In order to study 
the effect of the anaesthetic on the hiatal area, the initial stages 
of the operation was completed under the lightest possible 
plane of anaesthesia with minimal relaxants. The patient 
was then fully curarized when the surgeon was ready to 
investigate the hiatus. (As the operation presented consider- 
able technical difficulties under these circumstances, only 
3. cases were treated in this way.) On a light plane of anaesthe- 
sia, the hiatus was firm, the anterior hiatal margin was pro- 
nounced and pinching movements occurred on inspiration 
in all 3 patients. Curarization, on the other hand, produced 
adramatic change. The hiatus relaxed completely, the anterior 
margin could hardly be felt and constricting movements were 
abolished. The cardiac orifice felt flabby and patulous, and 
little resistance to the advancing finger was encountered in 
the lower oesophagus. The difference was as marked as that 
between a normal anal canal on rectal examination and that 
of an elderly subject with a prolapsed rectum. 


CASE FINDINGS 


Diagrammatic representation of the gastro-oesophageal 
region is extremely difficult. The diagrams in Fig. 1 are copied 
from my own drawings, which were made at the completion 
of each operation; and the following case findings summarize 
the salient features in these 6 patients. 


Case 7. Male, 42. Pre-pyloric gastric ulcer and a scarred duo- 
denum. Hiatus 2-3 cm. The cardiac orifice was firm but easily 
located (Fig. 1b). The sling fibres felt prominant and formed a 
definite horseshoe. The muscle ring of the cardiac orifice was 
wel] defined. There was no redundant mucous membrane. but 
the firm incisuric muscle supported the mucosa on the greater- 
curve side to form a sharp lip which approximated to the lesser 
curve. The elevated resistance on the lesser-curve side of the 
orifice was present but not so marked as in some other subjects. 
The vestibule was marked. No crural pinching was present but 
the oesophagus felt tight at this level. 


Case 8. Male, 43. Duodenal ulcer, 5 years. Hiatus 3-5 cm. 
The cardiac orifice was wide open. The striking feature in this 
Patient was a marked semicircular elevation on the lesser-curve 
side of the orifice which could be felt easily by the finger (Fig. 1a). 
There was little evidence of such a projection on the greater- 
curve side and the sling fibres were ill-defined. The finger was 
lightly gripped at this level but the tone of the cardia appeared 
to vary continuously. No pinching movements were felt at the 
diaphragm, which was well above the cardia. 


Case 9. Male, 37. Gastric ulcer. Hiatus 3-3 cm. The dia- 
phragm was 1-5-2 cm. above the cardia (Fig. 1d). The orifice 
was located with difficulty as the closure was excellent. The 
mucosal lip on the left side was firm and sharp, and the margin 
of the cardiac orifice was oval and clear-cut. The vestibule, which 
was of moderate size, contracted on the finger. 


Case 10. Male, 47. Chronic duodenal ulcer. Hiatus 1-5 cm. 
The orifice, which was located with relative ease. resembled a 
button-hole very closely (Fig. 1f). A circular fold of mucosa 
which guarded the orifice admitted the tip of the index finger 
and could have passed for a stricture if it were not so soft. dilatable 
and freely moveable. (A similar fold was found in another subject 
at post-mortem and is described elsewhere.) This fold could be 


S.A. TYDSKRIF VIR GENEESKUNDE 493 


flattened by pulling on the stomach or rubbing it between finger 
and thumb. A spacious vestibule was present immediately above 
the fold. The hiatus, which was about 2 cm. above the button- 
hole, was very tight; and although no pinching could be felt 
on inspiration when the patient was breathing spontaneously, 
the anterior hiatal margin squeezed the finger onto the aorta. 


Case 11. Male, 58. Gastric ulcer. Hiatus 3-3 cm. The cardiac 
orifice was wide open and patulous. The incisuric lip was broad 
and very poorly defined. A redundant floppy fold of mucosa 
on the greater-curve side of the orifice could be pushed to and 
fro by the finger (Fig. le). When pushed cranially this fold closely 
resembled, at least on palpation, another fold that was found at 
post-mortem and is described elsewhere.2. More proximal to 
this redundant fold another fold, smaller and firmer, could be 
felt. The vestibule above this was short and lax. The crural 
constriction was ring-like and confined over a narrowed segment 
of the oesophagus. The patient was breathing on his own at the 
time of investigation and a definite constricting effect from the 
sides was present on inspiration. 


Case 12. Male, 32. Chronic duodenal ulcer. Hiatus 3-2 cm. 
At first the cardiac region was examined with minimal relaxation 
and on a light plane of anaesthesia. Although the orifice was 
easily located the cardiac region felt tense (Fig. 1c). On inspira- 
tion the finger was pinched from side to side very lightly. About 
the level of the crura the finger was gripped snugly by the lower 
oesophagus and this constriction appeared independent of the 
diaphragm. Curarization rendered the cardiac region lax and 
atonic. The orifice became wide and patulous (Fig. Ic). The 
mucosal folds appeared flabby and the crural tunnel could hardly 
be felt. The gastro-oesophageal junction became mobile and the 
cardia could be pushed into the hiatus with ease. 


DISCUSSION 


There has been a constant tendency in discussions on the 
closing mechanism at the gastro-oesophageal junction to 
disregard the wide variations from the normal. Not only is 
this true in anatomical studies, but surgeons seldom have the 
time or the interest to study the function of this region in 
normal subjects; and when operations are performed for 
pathological lesions affecting this area, observations may not 
necessarily be physiological. Although the general pattern 
is the same, the present investigation clearly indicates that 
the functional anatomy of the gastro-oesophageal junction 
varies as much as that of the gall bladder, appendix, or any 
other organ, and therefore conforms to expectation. 

I am convinced that the constricting action of the crura and 
the tightness of the hiatus cannot be accurately assessed from 
the outside of the stomach. Crural function varies consider- 
ably. In one patient (case 10) the hiatus was very small and 
tight at operation; post-operative barium swallow confirmed 
excellent function. (Each patient in this series had a radio- 
logical examination within 2} months of the operation.) On 
deep inspiration in the erect position the bolus of barium was 
obstructed completely for as long as diaphragmatic con- 
traction was maintained (Fig. 2). In other patients the hiatus 
was wide and there was little or no evidence of constriction or 
external support. Anaesthesia has a profound influence on 
crural contraction and patients who at operation showed no 
sign of constriction left little doubt about such activity on sub- 
sequent barium-swallow examination. It must be emphasized, 
however, that constriction or pinching on one’s finger (which 
constitutes a large-diameter foreign body in the hiatus) does 
not necessarily mean that the same contraction will be present 
on an empty gullet. Botha, Astley and Carré‘ in a combined 
cine-radiographic and manometric study of the gastro- 
oesophageal junction have shown that in some patients there 
was no increase in the peak pressure of the gradient across the 
cardia during deep inspiration. In other cases the peak 
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Fig. 2. Right oblique, supine. The clip, as indicated by the arrow, is obscured by barium, but marks the upper border of the 


conspicuous ‘empty segment’. Fig. 3. Erect. 


The abdominal oesophagus extends from the clip to the arrow, which indicates 


the cardiac orifice. Fig. 4. Slightly oblique, Trendelenburg position. The mucosal folds have sealed the cardiac orifice distal 
to the ‘empty segment’. 


pressure was increased on inspiration but the rise was seldom 
high. When, however, a small balloon was withdrawn, the 
rise was considerable. 

In every patient part of the oesophagus was in the abdomen. 
The length of abdominal oesophagus varied not only in 
different subjects but also in the same individual when 
examined radiologically in the erect, supine or Trendelenburg 
positions. Fig. 3 shows how long this portion, from the cardia 
to the anterior hiatal margin (as demonstrated by the clip), 
may be in the erect posture. 

The mucosal folds at the cardiac orifice vary in size, form 
and tone. As I have pointed out elsewhere,’ these folds 
approximate at the cardiac orifice and produce a watertight 
seal which is flush with the rest of the gastric wall (Figs. 2 and 
4). For this reason there is hardly ever a horn of barium which 
points into the inferior oesophageal opening—the orifice is 
closed. Firm mucosal apposition is the only factor which 
could account for this constant radiological finding. 

Even more classical and striking is the ‘empty’ segment 
which invariably appears in the terminal oesophagus and, in 
this series, roughly between the clip and the cardiac orifice 
(Figs. 2 and 4). At least part of this segment lies undoubtedly 
outside the crural canal; and the only possible thing that can 
keep it empty is contraction of the inferior oesophageal 
sphincter. Together these two components, the mucosal folds 
at the cardia and the inferior oesophageal sphincter, form the 
closing mechanism between stomach and oesophagus.’ This 
mechanism naturally acts with greatest advantage in its nor- 
mal anatomical position, but even in a hiatal hernia, when 
this ‘empty segment’ is well above the diaphragm, the closing 
mechanism maintains a certain amount of competence. 
This empty segment is so ‘physiological’ that I consider it 
to be one of the most important radiological signs of hiatal 


hernia. In the normal individual the diaphragm is not part 
of the closing mechanism, but is a most important accessory 
mechanism, which supports and maintains the gastro-oeso- 
phageal junction in its normal position so that the closing 
mechanism may act with optimum advantage. When the 
crura are well-developed, overlap is good® and the hiatus 
is of small size; then the diaphragm may aid the inferior 
oesophageal sphincter, especially on inspiration. 

I have found no evidence of a mechanical valve at the 
cardia. If the greater curve passively flaps against the lesser 
curve as is popularly believed, then the terminal oesophagus 
must be flat from side to side; instead, it is always broader at 
the cardia than immediately above it (Fig. 3). In Fig. 4 the 
gastro-oesophageal angle is more than 90°, as it so commonly 
is. It is difficult to visualize a simple flap in this case. Further- 
more, the long empty segment definitely argues against it 
(Fig. 2). 

It was a surprise to find the cardiac orifice so open, flabby 
and patulous at operation. Subsequent barium meals revealed 
no abnormality in these patients—the mucosal seal was as 
perfect as in any normal subject. Curarization at the time of 
examination undoubtedly relaxed the cardiac region as a 
whole, but exactly how much was due to the diaphragm and 
how much to the lower oesophagus, I do not know. As there 
is evidence that the smooth muscle of the lower gullet behaves 
atypically as compared with that of the rest of the gut, it 
might be that anaesthesia influences the cardia so that it 
becomes less tonic and therefore less competent. This may be 
responsible for the sudden massive regurgitation which at 
times is so alarming to the anaesthetist during the induction 
of anaesthesia. This also suggests that relaxants might affect 
oesophageal muscle, although it is generally accepted at 
present that smooth muscle is not paralysed by curare. There 
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js no doubt that manipulation and indwelling stomach tubes 
render the closing mechanism less competent and open the 
cardiac orifice. 

SUMMARY 


The inside and outside of the gastro-oesophageal junction 
were examined in 12 adult subjects who were undergoing 
partial gastrectomy for benign peptic ulceration. Very gentle 
and careful palpation showed that a wide variation of normal 
existed at the cardia. 

Mucosal folds at the cardia and the inferior oesophageal 
sphincter act together as the closing mechanism between 
stomach and oesophagus. The diaphragm is an important 
accessory mechanism that keeps the cardia in its normal 
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position of optimum function and, when well developed, aids 
the sphincter, especially on inspiration. Anaesthesia, manipu- 
lation and indwelling stomach tubes render the closing 
mechanism more incompetent. 


I wish to thank Prof. F. A. R. Stammers for his constant 
encouragement and interest in this work, Mr. B. N. Brooke for 
his patient cooperation in theatre, and the Endowment Fund 
for a grant. 
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UNTOWARD AUTONOMIC CARDIO-VASCULAR REFLEXES DURING 
ANAESTHESIA 


J. L. VAN DEN BERG, B.Sc., MLB., Cu.B., M.Mepb. (ANEST.) (PRET.) 
Anaesthetist, Durban, Natal 


No anaesthetist today wants to go back to the old days of 
deep surgical anaesthesia with its concomitant dangers, and 
the modern tendency is towards lighter and lighter anaes- 
thesia, often supplemented by the relaxants and assisted 
or controlled respiration. Light anaesthesia, however, in 
itself has certain inherent dangers, mainly through! reflex 
activity of the autonomic nervous system, which may not 
be depressed." 

On the one hand, through parasympathetic impulses 
there may be danger from endotracheal intubation, inflation 
of the cuff of an endotracheal tube, aspiration of secretions 
through the tube, extubation, traction on the mesentery, 
the stomach, the pelvic organs or the hilum of the lung, 
shelling out of a prostate, etc.* Vagal overaction may pro- 
duce a sinus bradycardia with a severe hypotension; this 
may progress to complete cardiac arrest or a complete 
dissociation of auricular and ventricular systoles with the 
onset of ventricular rhythm and, even though the heart 
rate might again increase after a short episode of this nature, 
in my opinion a degree of hypotension sometimes may 
persist for quite a while. 

On the other hand, through an over-active sympathetic 
system and the liberation in an already frightened patient 
of an abnormal amount of adrenaline, there is the danger 
of sensitization of the myocardium followed by ventricular 
extrasystoles, ventricular tachycardia and ventricular fibrilla- 
tion. These latter complications may occur especially when 
the useful drugs cyclopropane and trichlorethylene, which 
sensitize the myocardium to adrenaline, are being used. 

Case | is a typical case, attended by a competent anaes- 
thetist, which has recently come to my notice: 


Case 
The patient was a European female, 28 years of age, of average 
build and suffering from a breast abscess. Pre-operative clinical 
examination showed nothing else abnormal, except that she 
was extremely apprehensive and had a temperature of 100°F. 
ication, 1 hour pre-operatively, was with 100 mg. of 
pethidin and 1/150th gr. of scopolamine. Immediately before 
the induction she was still very frightened and wide awake. 
Induction was commenced with 500 c.c. of oxygen and 7 litres 
of nitrous oxide. After about half a minute the oxygen was in- 


creased to 1 litre and a small amount of Trilene was added through 
a Boyle’s apparatus. The lever of the Trilene bottle was halfway 
up, with the plunger right up. The patient, who had been breath- 
ing well with only a very slight cyanosis, suddenly started laughing 
hysterically. Respirations suddenly ceased, her pupils dilated 
and no pulse could be felt. 

An endotracheal tube was passed, and pure oxygen and also 
intracardiac adrenalin were given. No thoracotomy or cardiac 
massage was attempted. 

At post-mortem nothing abnormal could be detected. 


More and more cases of sudden death with Trilene are 
being reported.** Another case that I know of, not yet 
published, is of a young Native who sustained a trifling 
injury in a mine accident. He was frightened but otherwise 
was fit. The wound was to be dressed, and after a few sniffs 
from a Cyprane Trilene inhaler to produce analgesia, the 
patient suddenly expired. 


Case 2 


A Native girl, 16 years of age, well built and clinically normal, 
although appearing to be apprehensive, was to have a thyroidec- 
tomy for a simple goitre. No toxicity was diagnosed clinically. 
Her basal metabolic rate was —1. The pulse rate at pre-operative 
examination was 100 per minute (the chart showed that usually 
it a aa 80 per minute), and the blood pressure was 120/80 
mm. Hg. 

Premedication, 1 hour pre-operatively, was with 100 mg. of 
pethidin and 1/150th gr. of hyoscine. Immediately before induc- 
tion I noticed that the patient was apprehensive, with a pulse 
rate of 120 per minute and a blood pressure of 130/80 mm. Hg. 

Anaesthesia was induced with 400 mg. of Pentothal and 50 mg. 
of Scoline and followed by insufflation with 100% oxygen, thorough 
spraying of the larynx and trachea with 2% Anethaine (approxi- 
mately 2 c.c. being used) and intubation with an armoured Rusch 
no. 9 endotracheal tube. Nitrous oxide and oxygen at a rate of 
6 litres and 3 litres per minute with an added trace of ether was 
insufflated. 

The respirations commenced shortly afterwards. Towelling 
of the patient being complete, the proposed incision site was 
infiltrated with 15 c.c. of a weak solution of Adrenaline in saline 
(4 minims of 1/1000 adrenaline to 30 c.c. of normal saline). Marked 
oozing followed the incision made about 10 minutes after the 
induction. The patient was noticed to have a severe tachycardia 
of 160 per minute. Breathing and colour was then very satis- 
factory and the systolic blood pressure was found to be 190 mm. 
Hg. Very shortly afterwards the tachycardia increased, the peri 
pheral pulse became imperceptable although the carotids could 
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still be felt. Then no pulse could be detected and in a few more 
seconds respiration ceased. 


An immediate thoracotomy was performed and the heart was 
found to be fibrillating. After intracardial injection of 5 c.c. 
of 2% procaine and 5 c.c. of pot. chlor. 0-5%, asystole took 
place and cardiac massage became more effective. An infusion 
of a vacolitre of 5° dextrose and water, to which 2 c.c. of Neo- 
synephrine had been added to increase peripheral vascular tone, 
was started because the heart filling appeared to be inadequate. 
The heart started again shortly afterwards and spontaneous 
respiration soon followed. 

About 2} hours later the patient reacted to calling of her name 
and opened her eyes and spoke. Her heart rate was still about 
140/150 per minute and her blood pressure 80/60 mm. Hg. After 
consultation with a physician 14 gr. of quinidine was slowly 
given. Shortly afterwards the heart stopped again, and this time 
all attempts were of no avail, although cardiac massage was 
carried on for an hour. 


In this case neither trichlorethylene nor cyclopropane had 
been used. No phaeochromocytoma or other condition was 
found to explain her ventricular fibrillation. Microscopic section 
showed the thyroid enlargement to be an adenocarcinoma. 


Idiosyncrasy to the small amount of adrenaline injected 
(about 2 minims), together with her apprehension and pre- 
operative abnormal endogenic adrenaline secretion, prob- 
ably played a part. 

If this patient had had one of the adrenolytic drugs as 
premedication, such as Largactil or possibly Pacatal, the 
outcome might possibly have been different. In the same 
manner deaths due to cardiac fibrillation after the use of 
Trilene and cyclopropane in potentially frightened patients 
can possibly be prevented by these drugs. 

In view of various articles’? on the parasympatholytic 
and sympatholytic properties of Pacatal (a phenothiazine 
derivative in the same group as Largactil), as well as its 
ataractic, anti-emetic and other properties, I decided to use 
for usual adult premedication 50 mg. of Pacatal, 100 mg. of 
pethidine and 1/150 gr. of scopolamine, with 50 mg. of 
Pacatal per os the pre-operative night. The Pacatal was 
used in preference to Largactil because severe hypotension 
and tachycardia is not seen during its use, and the scopo- 
lamine in preference to atropine because of its added amnesic 
and sedative effect and its lesser effect in raising the basal 
matabolism and the pulse rate. It was realized that scopola- 
mine gives less protection to the heart against vagal im- 
pulses* but I thought that the protection given by Pacatal 
against arrhythmias would obviate this danger. 

This combination was used in a number of patients with 
excellent results. Pre-operative calmness and _ sleepiness 
without noticeable respiratory depression is the rule. Practi- 
cally 100% of patients are restful, with slow pulse and 
only a slight degree of fall in blood pressure. Post-opera- 
tively patients are calm, and little nausea and even less 
vomiting are encountered. A short while ago however, 
I was shaken in my belief that Pacatal in this dosage would 
always protect the patient against abnormal vagal impulses. 


Case 3 


A hysterectomy was performed on a European woman, 40 years 
of age and in good health. Pre-operatively she was calm, with 
a relatively slow pulse rate (70 per minute) and blood pressure 
125 per 80 mm. Hg, in contrast to the normally slightly appre- 
hensive patient one usually encounters with a more rapid pulse. 
She gave a history of occasional attacks of asthma, of which 
at this stage no effects could be detected clinically. Here then 
was a normal patient where possibly parasympathetic activity 
predominated. 
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Premedication was with Pacatal, pethidine and scopolamine 
and the patient arrived in the theatre in the usual quiet relaxed 
State and with the pulse rate and blood pressure the same as on 
the pre-operative day. 

Anaesthesia was induced with 350 mg. of pentothal followed 
by 50 mg. of diluted Scoline, insufflation with oxygen, no anal- 
gesic spray and easy intubation with a no. 9 Magill cuffed tube 
without analgesic spray or lubrication with an analgaesic cream 
and thereafter insufflation with 6 litres of oxygen and 3 litres 
of nitrous oxide per minute. Ether in small concentration was 
added, with the plunger of the Boyle apparatus high and the 
lever pushed three-quarters open. Intermittent positive-pressure 
respiration was given, by compressing the reservoir bag. 

At this stage I noticed that the patient’s pulse rate had dropped 
to 50 per minute and her systolic blood pressure to 90 mm. Hg. 
She was not breathing spontaneously yet. 

The oxygen concentration was increased by giving 4 : 6 mixture 
of oxygen and nitrous oxide and the ether concentration was 
decreased to lessen the irritation of a strong vapour on the tra- 
cheal and bronchial mucosae (the endotracheal cuff had not 
been inflated). The pulse rate, however, dropped further to 
about 10 per minute together with the blood pressure, the pulse 
being nearly imperceptible. 

At this stage, about 5 minutes after induction, the anaesthesia 
was light and the patient was swallowing and obviously breath 
holding owing to the irritation of the endotracheal tube: resist- 
ance to the bag pressure showed that the relaxant effect had 
mostly worn off. As I was preparing to give atropine intraven- 
ously the patient gave a few spontaneous breaths and at the 
same time the pulse became more palpable and frequent. 

After 0-65 mg. of atropine had been given there was a rapid 
improvement of both pulse rate and blood pressure—the systolic 
pressure going to 90 mm. Hg systolic. Methedrin, 0-5 c.c. intra- 
venously, was also given to increase sympathetic tone, and further 
improvement took place of the blood pressure. Subsequent 
anaesthesia was without mishap. 


Throughout this episode the colour of the patient was quite 
satisfactory, although there was a slight degree of pallor when 
cardiac arrest seemed imminent. 


DISCUSSION 


I know of several cases, not published, from colleagues, 
where with this sequence of Pentothal, Scoline, intubation, 
nitrous oxide, oxygen and ether similar instances of vagal 
inhibition have occurred. In one case actual cardiac arrest 
took place, successfully remedied by cardiac massage. In 
all these cases the initial dose of Pentothal had apparently 
worn off and the maintenance anaesthetic was not yet deep 
enough to depress the hypothalamus sufficiently to obtund 
this reflex. 

Reported instances of vago-vagal cardiac inhibition are 
too numerous to quote. Very interesting, however, are 
cases quoted by C. F. Scurr.® In these days, when it is fashion- 
able to blame any untoward occurrence on the relaxants, 
it is well to remember the cases with typical vago-vagal 
attacks where no relaxants had been used, such as occurred 
with intubation under light cyclopropane and Pentothal 
anaesthesia. 

In the 4 cases of cardiac inhibition following the use of 
Scoline, quoted by M. Johnstone,"® it seems probable that 
the premedication and anaesthesia were insufficient to 
protect the heart from vagal stimulation of the cords or 
strong peripheral nervous irritation.1' There is still a con- 
troversy as to whether Scoline per se takes a part in this 
cardiac inhibition. Johnstone suggests that an initial mus- 
carine effect by Scoline, similar to that of acetylcholine, 
plays a part. (This initial muscarine effect is stated to be 
rapidly followed by a nicotinic effect on the ganglia, stimu- 
lating the pulse rate and blood pressure.) 
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Roberts’? points out that intubation with ‘inadequate 
dosages of Scoline sometimes initiates unpleasant cardiac 
reflexes’. 

It seems that the type of cardiac inhibition described in 
case 3 occurs with much greater frequency than is realized. 
Probably owing to the short action of the Scoline, the 
patient is left under very light Pentothal anaesthesia, exposed 
to stimulation by the endotracheal tube on the contracting 
cords, insufflation of an irritant vapour on the tracheal 
mucosa, and then possibly strong surgical stimuli, especially 
of the C-type nerve fibres. This inhibition usually remains 
unrecognized because the pulse rate and blood pressure 
are not taken at this stage, the anaesthetist being too busy 
positioning the patient, fixing the lights etc. and, in between, 
giving the bag an occasional squeeze. Later, all that might 
be recognized, or possibly the only manifestation of the 
vagal stimulation, would be a blood pressure lower than 
expected. 

Very fortunately for anaesthetists, owing to the vagal 
escape mechanism,'* the Bainbridge reflex, and the effect 
of the lowered blood pressure on the sino-aortic pressure 
receptors, this condition usually resolves itself spontane- 
ously. However, deaths and anaesthetic complications 
have been caused by this same alarming occurrence. Patients 
with diseased arterial vessels are sure to be in danger, especi- 
ally if a protracted hypotension follows, as is sometimes 
seen. 

Hypovolaemia. 1 want to emphasize here that in clinical 
practice, in the great majority of cases where a dangerous 
hypotension occurs, it is caused by reduction of blood 
volume. One should exclude this as a possible cause before 
starting to think of other causes. A hypovolaemic patient 
may show a normal blood pressure pre-operatively through 
compensating with a_ peripheral vasoconstriction, and 
utilizing all reserves of plasma, fluid and cells. As soon 
as there is some vasodilatation caused by the anaesthetic, 
overenthusiastic passive hyperinflation of the lungs by the 
anaesthetist preventing an adequate venous return of blood 
to the heart, or blood loss caused by the operation, blood 
pressure starts falling. It is most important to ensure that 
blood volume and fluid balance stay as near normal as 
possible. 


PREVENTION AND TREATMENT 


Prophylaxis of Autonomic Reflexes 
The following preventive measures may be taken: 


1. Adequate premedication to depress the hypothalamus 
(the centre of autonomic activity) and obtund these re- 
flexes. With the advent of the new sympatholytic and para- 
sympatholytic drugs, such as Pacatal, the ideal premedica- 
tion combination is becoming a possibility. At present I 
am still using the Pacatal-pethidine-scopolamine premedica- 
tion, except in the type of patient where parasympathetic 
activity seems to predominate. These include the healthy 
young robust type of patient with a sinus bradycardia, 
persons with peptic ulceration, icterus, or a history of allergy 
or bronchial asthma, and those with the so-called adapta- 
tion-syndrome diseases. In the last group atropine (gr. 
1/75th gr.) is substituted for the scopolamine. Aged or 
poor-risk patients get 50 mg. of Pacatal and (1/100 gr. of 
atropin, except those with a high fever, who get Pacatal 
and scopolamine. The dosage of Pacatal that I use is less 
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than that advocated by the makers (1 mg. per Ib. body- 
weight), this because of the necrosing effect of this substance 
when injected in large amounts. It always has to be given 
by deep intramuscular injection in the thigh or buttock. 
Giving Pacatal by mouth pre-operatively is to my mind 
dangerous because the thirsty patient might take the oppor- 
tunity to drink a large quantity of fluid. 

2. Local anaesthesia of the cords produced by spraying 
(2% Lidocaine is safer than 2° Anethaine), lubricating 
of endotracheal tubes with an anaesthetic cream, or injec- 
tion of the hilum of the lung or the coeliac plexus etc. can 
prevent parasympathetic reflexes. 

3. Harris points out that if care is taken to ensure that 
an inhalational anaesthetic level does not become ‘lighter 
than that of complete sensory loss’, auionomic reflexes are 
prevented. (This corresponds to Guedel’s plane 2.) The 
deepening of anaesthesia with a small amount of Pentothal, 
which is a good depressant of the hypothalamus is very 
often invaluable. Nitrous oxide is also a very good depres- 
sant of the hypothalamus, but when it is used in the usual 
way through a Boyle’s apparatus it takes a full 5-10 minutes 
before its maximal effect is obtained. Of the relaxants 
I believe it is generally accepted that tubocurarine affords 
the most protection against autonomic reflexes. The se- 
quence Pentothal, curare, nitrous oxide, oxygen and con- 
trolled respiration appears to be very safe, although care 
has to be exercised to give adequate amounts of atropine 
before the Prostigmin at the end of the operation. 

4. When Trilene or cyclopropane is to be used and the 
patient is very frightened, with a rapid pulse and rise in 
blood pressure, it must be assumed that the endogenic 
secretion of adrenaline is abnormally high. The best thing 
for such a patient would be a Pentothal induction, followed 
by nitrous oxide and oxygen. After a short while, when the 
pulse rate returns to normal (for adrenaline is rapidly in- 
activated by the blood amine oxidase), Trilene or cyclo- 
propane can be safely given. 

5. Continual alertness is necessary on the part of the 
anaesthetist to evaluate pre-operative and operative changes 
in pulse rate, blood pressure, colour, etc. It is surprising 
how often with a pulse that ‘feels normal’ only the pulse 
pressure is normal, the systolic blood pressure being 90 mm. 
Hg or lower. In a case where there is a possibility of vascular 
or liver disease even a short episode of hypotension may be 
very dangerous. The operative field must be watched to 
see what surgical stimuli are being applied to the patient; 
for instance, during the actual removal of the prostate the 
blood pressure may drop suddenly owing both to the surgical 
stimulus and to sudden loss of blood in an elderly hypo- 
volaemic patient. 

6. Prevention of anoxia and hypercarbia is most important 
in the prevention of autonomic reflexes. 

Treatment of Parasympathetic Reflexes 

1. The intravenous injection of 1/100th gr. of atropine 
very often works dramatically in improving the pulse rate 
and blood pressure in a case with hypotension where the 
pulse rate is relatively slow and in which one is sure that the 
blood volume is normal. 

2. A sympathomimetic amine such as Neosynephrine 
(which does not increase irritability of the myocardium) 
is often useful to improve the blood pressure by increasing 
the peripheral vascular tone. 
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3. It is necessary to ensure adequate ventilation and 
oxygenation of the lungs. 


Treatment of Ventricular Arrhythmias 


The usual sequence is: Ventricular extra systoles, followed 
by ventricular tachycardia and then progressing to ventricular 
fibrillation. A ventricular tachycardia can be clinically 
differentiated from an ordinary sinus tachycardia by the 
appearance of irregular venous pulsation in the neck, and 
on auscultation finding differing intensities of the first 
heart sound. In treating the condition: 

1. Withdraw Trilene or cyclopropane. 

2. Make sure that no anoxia or hypercarbia exists. 

3. If the condition progresses give an intravenous injec- 
tion of 10 c.c. of 1° procaine carefully, so as to avoid a 
sudden drop in blood pressure. This decreases the irrita- 
bility of the myocardium. Procaine is probably safer to 
use than Pronestyl because of its shorter action and conse- 
quently better controllability. 

In conclusion 1 must again emphasize that factors such 
as parasympathetic reactions and cardiac and adreno- 
cortical insufficiency account for only a small percentage 
of cases of untoward hypotension met with in clinical prac- 
tice; the usual cause is depletion of blood volume. Although 
in my opinion parasympathetic reactions are much com- 
moner than is generally realized, they usually resolve spon- 
taneously. In the bad-risk patient especially, however, one 
must be on guard against these reactions. 


SUMMARY 


The danger of autonomic reactions during light anaesthesia, 
which sometimes lead to cardiac arrest and to hypotension 
or cardiac fibrillation, is discussed. 
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Methods of prevention and treatment of these occurrences 
are suggested. 

The value of premedication with sympatholytic and 
parasympatholytic drugs is discussed, with particular refer- 
ence to Pacatal. 

The importance of normal blood volume is emphasized. 


OPSOMMING 


Die gevare van outonome reaksies, gedurende ligte narkose, 
wat kan lei na hartstilstand en °n bloeddrukdaling of ‘n 
kardiale fibrillasie, word bespreek. 

Metodes van voorkoming en behandeling van _ hierdie 
afwykings word voorgestel. 

Die waarde van premedikasie met simpatholitiese en 
parasimpotholitiese middels word bespreek met verwysing 
na Pacatal. 

Die belangrikheid van ‘n normale bloedvolume word 
beklemtoon. 


I wish to express my gratitude to Dr. O. V. S. Kok, Head of 
the Pretoria University Department of Anaesthetics, for en- 
couragement and valuable advice in the preparation of this article. 
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MORTALITY AMONGST SOUTH AFRICAN DOCTORS* 


F. Ziapy, M.D., M.R.C.P. 
President, Northern Transvaal Branch, Medical Association of South Africa, 1957 


In the past presidential addresses have of necessity covered many 
facets of matters peculiar, and of interest, to Doctors. Recently 
we have had addresses which have touched on the selection and 
choice of medical students and, immediately before this, the 
distribution and possible gainful oa of men who are 
in, or are about to enter the — 

I wish to devote a short period time to the other end of the 
medical balance sheet, namely the manner in which we may 
leave the profession, literally—the manner in which the natural 
elimination of medical persons takes place. I would hasten, 
even at this stage, to emphasize that not infrequently the elimina- 
tion is not a natural one, and that the incidence among doctors 
of death due to suicide and violence is a high one—though on 
reflection this does not come as a surprise. 

I have devoted a little time to a study of deaths amongst doctors, 
and have been assisted in this by the staff of the Medical Council 
and in particular Mr. Barnard, and also by the Bureau of Census 
and Statistics. My figures were obtained from both sources and 
are the outcome of a reasonably complete study from 1947 to 
1956. I wish to express my thanks to the various people who 
so kindly assisted me. 


Percentage Mortality 


I wish first to indicate the increase in the number of registra- 
tions of medical men; in Table I this has been separated into 
general practitioner and specialist registrations. The table also 
shows for both groups, the numbers of deaths that have occurred 


* Valedictory Presidential Address, Pretoria, 11 February 1958. 


TABLE I: GENERAL PRACTITIONER AND SPECIALIST REGISTRATIONS 
AND DEATHS 1947-56 


Registrations Deaths Percentage Deaths 

Year 
GP. Spec. GP. Spec. Spec 

1947 4,282 731 26 9 “061 097 
1948 4,414 806 29 9 -066 122 
1949 4,761 851 32 7 083 
1950 4,826 877 33 15 068 170 
1951 4,862 915 38 7 “078 076 
1952 5,191 969 42 5 082 052 
1953 5,396 1,041 47 il 087 110 
1954 5,603 1,120 34 & 062 073 
1955 5,782 1,205 49 7 O85 058 
1956 6,065 1,333 44 13 073 095 


and the percentage of deaths. At this stage I wish to point out 
that all these figures and those to be submitted hereafter refer 
only to males. This applies to both doctors and to the general 
population references. From 1947 to 1953 there was a gradual 
increase of G.P. deaths, parallel, one might think, with the in- 
crease in general practitioner population; and then in 1954, 
some fluctuation occurred. In 1957 there was again a steep rise 
in the total number of deaths. 

Amongst specialists there was no such sustained rise and in 
graphic form some interesting occurrences can be demonstrated. 
Fig. | shows the specialist registrations and the percentage deaths 
of specialists (not actual numbers). There does not appear to 
be any correlation. In Fig. 2 we have G.P. registrations and 
percentage deaths and here we find for a period a steep rise in 
percentage deaths and then some fluctuations. These total figures 
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Fig. |. Total specialist registration and percentage deaths, 1947-56. 


are too smal! to be statistically valid and the period of time too 
short, but it would appear that the percentage death rate in G.Ps. 
is peculiarly higher than in specialists. 

It would appear that it is safer to harbour amongst the specialists 
than amongst the G.Ps., and this feeling has probably been ex- 
pressed by most doctors for one or other reason—probably not 
occasioned by mortality studies. The difficulty in obtaining 
accurate figures of causes of death amongst G.Ps. and specialists 


REGISTRATION 
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Fig. 2. Tota) general practitioner registrations and percentage deaths, 
1947-56 


prevents me from breaking down these figures and possibly 
providing some clues to the differences between the two groups. 


Age at Death 


Table Il shows the age distribution of deaths amongst medical 
practitioners, as compared with those of the general population. 
We have included only males above the age of 25 years. Up 
to the age of 40 years the medical figures are, with one exception, 
higher than those of the general population. Again I would 
like to warn against drawing too many conclusions from a series 
of small figures. From the age of 40 years, the medical figures 
far exceed those of the general population, until the age-group 


TABLE Il! PERCENTAGE DEATHS AT VARIOUS AGE GROUPS: DOCTORS 
COMPARED WITH TOTAL POPULATION 


Ages Doctor Deaths °, Total Population ° 
25-29 2-09 1:77 
30-34 5-88 2-13 
35=39 5-78 3-38 
40-44 3-88 4°38 
45-49 12-00 5-80 
50-54 12-30 7-01 
55-59 8-60 9-38 
60-64. 12-66 11-04 
63-69 11-33 12-70 
70=74 10-06 13-70 
73 upwards 15-35 28-90 
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60-64 is reached. This is better illustrated graphically in Fig. 3. 
Table II also shows a significant fact--that only 15-35°% of doctors 
reach the age of 75 years, whereas the figure for the general popula- 
tion is 28-90%. If you are a doctor you have approximately a 
| in 6 chance of living above 75 years, whereas the chances amongst 
the general male population is slightly less than | in 3. In Fig. 3 
is seen the relationship of the two groups. There are two significant 
humps seen in the doctors graph—one from 30 to 39 years, and 
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Fig. 3. Comparison of doctor and population deaths at various ages. 


another, much more striking, from 40 to 60 years. It is within 
this latter hump that most of the doctor fatalities seem to contrast 
with the general population figures and within this group there 
is very good reason to believe that coronary artery disease is a 
factor of great importance. After the age of 60 years, the doctor’s 
chance of living seems to be better than those of the general 
population, so that the moral to be gained from these graphs 
and figures is: (1) Don’t be a G.P. and (2) skip the ages of 40-60 
years. 


Causes of Death 


The main interest in a paper like this must be in the causes 
of deaths amongst doctors. Table III shows these as compared 
with those of the general male population. I have also excluded 
TABLE Il: CAUSES OF DEATH: DOCTORS COMPARED WITH TOTAL 

POPULATION (MALES ONLY) 


General 
Doctors Population 


Infective Diseases 4-1 $-28 
Neoplasms 8-8 14°5 

Diabetes 1-37 0-73 
Cerebral Vascular Disease 6°8 7-80 
Degenerative Cardiac Disease 42-8 28-8 

Pulmonary Infections $-2 9-01 
Peptic Ulcer 1-9 0-97 
Liver Diseases 2-6 1-18 
Kidney Diseases . 2-3 2-60 
Suicide 6-6 1-83 
Violence 7-6 7:90 


from the general population those pertaining to childhood causes 
of death and have considered them in the light of 11 main causes, 
which embrace virtually all of those encountered in medical 
men. 

Infective Diseases, as might be expected, feature less prominently 
amongst doctors. 

Neoplasms, too, as might be expected, account for a slightly 
lower death rate. It is probable that they are detected earlier 
and treated more enthusiastically amongst doctors. 

_ Diabetes causes a higher death rate amongst doctors, which 
is surprising, but may be simply related to a higher incidence 
of diabetes amongst doctors, as has been found in the USA. 

_ Cerebral Vascular Disease accounts for roughly equal numbers 
in the two groups. 

Degenerative Cardiac Disease, including hypertension and coron- 
ary-artery disease, is a much more prominent cause amongst 
medical men than amongst the general population. The causes 
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of this discrepancy could only be conjectural and I would rather 
not theorize about this. 

Pepiic Ulcer too, rates higher amongst doctors and this seems 
to bear out one’s impressions of this disease. That it should more 
often be a cause of death seems to come as a surprise, in view of 
= facilities readily available to doctors for control of this con- 

ition. 

Suicide, not surprisingly, rates as the fifth most frequent cause 
of death. I do not think that this must be regarded as remarkable 
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and I am sure that it comes partly from the ready and easy avyail- 
ability of the means of committing suicide. 

Violence stalks equally frequently amongst doctors and the 
general population. 

I would like to suggest that further information be gathered 
via the perusal of death certificates, and from this, I feel, more 
factual details may be gathered that can only be of benefit to 
us as a profession. This task I would dedicate to one of my suc- 
cessors in office 


FEDERAL COUNCIL MEETING 


The 6-monthly meeting of the Federal Council of the Medical 
Association of South Africa was held at Medical House, Esselen 
Street, Johannesburg, on 23-26 April 1958. The Chairman of 
Federal Council (Dr. J. H. Struthers) presided and 55 members 
attended, including 3 personal proxies; 8 members were absent. 
Amongst those present were the President of the Association 
(Dr. H. Grant-Whyte), the Hon. Treasurer (Dr. J. D. Joubert), 
and the Vice-Chairman of Federal Council (Dr. E. W. Turton), 
who took the chair during part of the meeting. The meeting 
extended over 9 morning, afternoon or night sessions. 


Finance 


The Hon. Treasurer, in presenting the financial statement and 
balance sheet for 1957, said that the deficit for the year, of about 
£9,000, had made considerable inroads into capital, and that a 
similar deficit anticipated for 1958 would make further inroads. 
After a debate on the position Federal Council agreed nem. con. 
to raise members’ annual subscriptions by 2 guineas as from 
1 January 1959. This same motion had been passed at the previous 
meeting of the Council, the second resolution being necessary 
according to the Association’s constitution. Council further agreed 
to make an appeal to all members to contribute voluntary donations 
to the Association in view of the present financial crisis. A com- 
mittee was appointed to investigate Head Office and Journal 
administration, consisting of Drs. A. ogg J. S. du Toit, 
H. Grant-Whyte, J. D. Joubert, M. Shapiro, A. W. S. Sichel and 
W. Waks. 

CONTRACT PRACTICE 
Open Panel Policy 


A motion was proposed to rescind the resolution which at 
present lays down the Association’s policy of the ‘open panel’ 
for benefit societies. It was stated that the cost of the open panel 
to certain societies was excessive, both for general practitioners 
and specialists, and that in some cases it was impossible to apply 
it. Some members held that the open-panel policy should be 
applied in a less rigid manner, but other speakers, even while 
agreeing with these views, held that a sudden reversal of policy 
would be unwise, and the proposal was rejected. 

The Executive Committee advised a verbal alteration in the 
resolution which governs the position at present. This, while 
affirming the ‘open panel’ policy, prescribed that ‘in exceptional 
circumstances’ benefit societies might, with approval of Federal 
Council, be allowed to appoint closed panels; and it had been 
found difficult to define what circumstances might be regarded 
as ‘exceptional’. The following new resolution which, it was 
emphasized, did not imply any change of policy, was finally 
adopted nem. con.: 

‘That the policy of the Association shall be to ensure a free 
choice of doctor by the patient and of patient by the doctor. 
In pursuance of this policy, all future appointments to benefit 
societies and other bodies should be made on the basis of open 
panels for general practitioners and for specialists. Recognizing 
that there may be practical difficulties in the implementation of 
this policy, exceptions may be made with the approval of Federal 
Council or its Executive Committee. A memorandum giving 
guidance to Branches regarding the practical difficulties which 
may be met, and which might give rise to an application for the 
recognition of a society as an exception, shall be drawn up and 
issued to Branches after approval by Federal Council.” 


Closed Panels in relation to Medical Ethics 
A letter was considered from the S.A. Medical and Dental 


Council (1) intimating that it had appointed an ad hoc committee 
to consider, in relation to medical ethics, the question of closed- 


panel appointments of medical or dental practitioners to benefit 
societies, (2) enclosing a memorandum* on the subject, and 
(3) asking for Federal Council’s comments. It was decided to 
refer this memorandum to the Parliamentary Committee, who 
will reply to the Medical Council before 30 June 1958, as requested. 
Federal Council asked any member who had comments to make 
to submit them to the Parliamentary Committee. 


Mines’ Benefit Society 


Correspondence with this Society, and a memorandum by 
Dr. Struthers on negotiations and enquiries conducted by the 
Executive Committee, were submitied. The Committee had been 
unable to get particulars about members’ incomes from the 
Society or from the Chamber of Mines, but from a report of 
the Secretary of Mines (Union Government) which gave the 
number and incomes of mine employees it appeared that the 
average basic income of all employees was about £745 per annum 
(overtime included), which with cost of living came to £1,059 
- annum. The Executive Committee recommended: 

That as the open-panel system for general practitioners 
de exists in the Society no action in this regard is necessary. 

2. That Federal Council should accept that the Society has 
advanced sufficient reasons why at this stage it should be exempted 
from the requirement concerning open panels of specialists. 

3. The Association should continue to urge the Society to 
make more and more specialist appointments so that eventually 
open panels shall be achieved. 

In the debate these resolutions were strongly opposed but they 
were finally passed by a large majority. It was then decided to 
refer them to the Branches concerned for further negotiation. 
Approved Societies 

The following were added to this list of approved medical aid 
societies: Cape Portland M.A.S., Irvine Chapman M.A. Scheme 
(conditionally), Marley Floor Tile M.A.S., Steeldale Reinforcing 
and Union Joinery M.A.S., and Escom Cape Western Under- 
taking M.A.S. 

The following were removed from the list: Joseph Liddle (Pty.) 
Ltd. M.A.S. and Siektefonds van Wolgroeiers Bpk. 

Approval was granted to amendments to the constitutions of 
12 M.A. societies, one of these—the General Mining (Associated 
Companies) M.A.S.—comprising 13 constituent member com- 
panies. 

It was agreed that the appropriate body to receive applications 
for the recognition of M.A. societies is the Central Committee 
for Contract Practice, and not the Branch in whose area the society 
operates. 

Advertisements. Jt was agreed that advertisements concerning 
medical appointments to societies should not be published in the 
Journal unless the date was mentioned after which no further 
applications would be entertained. 

Over-treating and Overcharging. Federal Council resolved to 
inform the Advisory Council of Medical Aid Societies that it has 
no power to discipline practitioners who are not members of 
the Association, but that if members offend in this respect it will 
exercise its disciplinary powers and see to it that members con- 
form to ethical standards. Branches would deal with these matters 
and M.A. societies were to be informed accordingly. 

Additional Firms. Federal Council reaffirmed that no new 
member firms may be admitted, whether to an old or a new 
M.A. society, without the prior consent of Federal Council. 

Medical Aid Tariff, \t was decided to conduct negotiations 


* Published on page 504 of this issue of the Journal. 
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with the representatives of M.A. societies for fees for visits and 
consultations by general practitioners as follows: 
Johannesburg area: £1 1s. Od. for visiting, 17s. 6d. for consul- 
tation. 
Other areas: 17s. 6d. for visiting, 15s. Od. for consultation. 
All areas: £1 5s. Od. for night calls and visits at week-ends and 
public holidays. 

It was agreed that pre-sacral neurectomy should be included in 
the Tariff and that the fee should be £30. Various proposed 
modifications of items in the Tariff which was to remain in force 
for 3 years were held over pending the expiry of that period. 

Post-operative Care. Federal Council agreed that if a surgeon 
who has operated on a M.A. patient delegates after-treatment to 
another practitioner, the surgeon shall be responsible to the other 
practitioner for payment for his services (visits, special procedure, 
consultations, etc.) on the basis of the M.A. Tariff. 

Payment for material used by Anaesthetists. This question was 
raised in Johannesburg, where some M.A. societies paid for the 
materials used in addition to the fees prescribed for anaesthetists 
in the Tariff, but others, as well as the Mines Benefit Society and 
some other benefit societies, and Government departments, 
declined to do so because payment for materials was not mentioned 
in the Tariff book. It was agreed that it should be included when 
the Tariff comes up for revision; in the meantime M.A. societies 
are being urged to agree to the Tariff fees for anaesthetists as 
covering services but not cost of materials. 

Unregistered Opticians. \t was agreed to inform a M.A. society 
which is contracting with opticians for a reduced fee for the supply 
of spectacles that the Association can have nothing to do with 
the society if it arranges for refraction examinations with opticians 
not registered with the Medical and Dental Council. 

Reduction of Fee. Consideration was given to a case of fracture 
through the head of the radius: The practitioner, without an 
examination, advised an X-ray examination, and on the second 
examination informed the patient that there was no displacement 
and advised him to carry the arm ina sling. A third examination 
was given later as a check. No other treatment was given, and 
during the time of treatment the patient went away on holiday. 
On a vote Federal Council decided that this was a case in which 
the principle (under item 9 of the General Rules Governing the 
Tariff) applied that if the service rendered was disproportionate to 
the Tariff fee the account should be reduced; and that in this 
case the Tariff fee of 8 guineas should be reduced to 5 guineas. 

Responsibility of Society for Fees. A general practitioner had 
enquired of the Secretary of the Benefit Society whether he could 
transfer the patient to a nursing home and call in a physician. 
The reply was in the affirmative. Later, the practitioner was told 
that, because the patient had not enough money remaining to 
his credit, only about half of his account (of £16 5s. 0d.) could be 
paid, and the physician (account £16 16s. Od.) received no payment. 
The Secretary held that the doctor should have asked how much 
was available for treatment, and as he had attended the patient 
recently should have known that a fair amount had already been 
expended. Federal Council decided to inform the Society that it 
was of opinion that the Secretary was at fault in not informing the 
doctor of the limited amount standing to the patient’s credit, 
and that the Society should pay the doctors’ accounts in full. 

Electroconvulsive Therapy. On consideration of two accounts 
queried by a M.A. society, Federal Council ruled that the prac- 
utioner was not entitled to charge for visits made or psychotherapy 
given during a course of electroconvulsive therapy, but should 
charge only for the latter. 


Matters referred for Discussion at next Meeting 
with Representatives of Medical Aid Societies 


1. Concerning M.A. societies that do not include refraction 
tests in their benefits for members. (On a questionnaire to 145 
M.A. societies, 100 stated that they granted refraction-test benefit 
and 17 that they did not: 28 had not yet replied.) 

2. Non-payment by M.A. societies of accounts of members 
who have exceeded the benefits to which they are entitled. (Under 
these circumstances the practitioner may charge the member full 
Private fees, but should then not accept a portion of the fee from 
the M.A. society.) 

3. Responsibility of a M.A. society for the medical account 
: ae member who has left the society since the account was ren- 


4. The suggestion of the Paymaster of the S.A. Police that in 


S.A. TYDSKRIF vIR GENEESKUNDE 501 


submitting accounts practitioners should quote the reference 
number and the Tariff fee; and that where the fee claimed is not 
that shown in the Tariff book the account should include a brief 
description of the service or procedure and should be endorsed 
to the effect that the fee charged has the approval of the local 
Branch of the Association. This suggestion is approved by the 
Central Committee for Contract Practice. 

5. A request by the Paymaster of the S.A. Police for clarification 
of the rules for fees for ‘subsequent consultations’. (The Central 
Committee is of opinion that the wording of the Tariff book is 
quite clear.) 


SPONSORED MEDICAL INSURANCE PLAN 


The Subcommittee on the Economics of Medical Practice, con- 
sisting of the Federal Council Members of the Southern Transvaal 
Branch (convener Dr. M. Shapiro), in its capacity of Steering 
Committee, reported progress on the projected Medical Insurance 
Plan. Dr. Harding le Riche, Consultant Medical Statistician 
to Physicians Services Inc. (Canada) had been coopted as a cor- 
responding member and Mr .R. J. P. Parvus appointed as Organizing 
Secretary (unpaid). Two progress reports by Mr. Parvus were 
submitted. 

In report no. | he advises that the constitution, rules and by-laws 
of the Plan should be drawn up in accordance with the regulations 
of the Friendly Societies Act, 1956, and that the Plan should begin 
operations as an unregistered company, until the Act comes into 
force, when affiliation should be made for registration as a friendly 
society. 

Report no. 2 embodies a proposed skeleton outline for the 
Plan, as ‘a prepaid, non-profit, voluntary medicai care plan, 
organized under the provisions of the Friendly Societies Act 
1956, and sponsored by members of the Southern Transvaal 
Branch of the Medical Association of South Africa’. Any member 
of the Branch may become a sponsoring participating physician on 
contributing £10 to the fund of the Plan. The Board of Directors 
(unremunerated) as proposed is to consist of 90° of practising 
doctors and 10° representing Industry, Commerce and 
Insurance. The Plan offers ‘doctor bill protection’ through 3 plans, 
‘surgical’, ‘surgical-medical’ and ‘general medical’, each covering 
a different range of benefits. It excludes hospitalization, dental, 
ambulance and nursing services, drugs, vaccines, etc., spectacles, 
special appliances, etc., doctor’s mileage, WCA services, as well 
as certain services in tuberculosis, mental disease, alcoholism, 
epilepsy or drug addiction. Cosmetic operations and operations 
for conditions not detrimental to bodily health are also excluded. 

A resolution was proposed by Dr. M. Shapiro and seconded 
by Dr. L. S. Robertson as follows: ‘That the subcommittee on 
the Economics of Medical Practice be discharged as a Sub- 
committee of the Federal Council and that the Southern Transvaal 
Branch of the Association be invited to watch the interests of the 
Association in the sponsorship of the scheme.’ This resolution 
was passed by 31 votes to 3 after an amendment proposed by 
Dr. A. W. S. Sichel and seconded by Mr. T. B. McMurray to 
delete all the words after ‘discharged’ had been defeated. 

At the close of the meeting a notice of motion was put forward 
by Dr. Sichel, seconded by Mr. McMurray, as follows: ‘That the 
resolution of Federal Council relating to the sponsorship of the 
Medical Association to the proposed medical insurance plan put 
forward by the Subcommittee on the Economics of Medical 
Practice be reviewed and rescinded.” 


WORKMEN’S COMPENSATION ACT 


W.C.A. Rosters. Federal Council agreed with the opinion taken 
unanimously by the Federal Ethical Committee that the names of 
general practitioners and specialists should not be placed on the 
same roster. A roster of general practitioners is considered 
reasonable so long as the patient has free choice of doctor and 
provided the roster is only used for those who normally have no 
‘home doctor’. A roster of specialists may be kept where the 
need for it is felt; but normally the general practitioner should 
call in the specialist of his (or the patient’s) choice. In general, 
1.0.D. cases should be seen by a general practitioner in the first 
instance. 

W.C.A. Visiting Fees. Dr. L. O. Vercueil reported on an inter- 
view which the W.C.A. Subcommittee, with representatives of 
the General Practitioners Group. had with the Workmen’s Com- 
pensation Commissioner on 29 January 1958. It was followed 
by the changes in the W.C.A. Tariff which were gazetted on 17 
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March 1958,* but a decision had still to be made concerning the 
increase that was asked for in the visiting fees. At the interview 
the Commissioner said that, should an increase be decided upon, 
the visiting fee would not be raised beyond 12s. Od. and 8s. Od. 
for non-Natives and Natives respectively, which would cost the 
Fund an extra £25,000 per annum. 

Radiological Fxaminations. At the same interview the deputation 
had agreed with the Commissioner’s ruling that radiological 
examination of 1.0.D. cases should only be undertaken by a 
general practitioner if the services of a radiologist were not 
reasonably available or in cases of extreme urgency, and should be 
limited to the extremities. In the present debate in Federal Council 
Dr. M. Shapiro and Dr. W. Waks expressed the opinion that in 
certain cases, especially fractures, it was better for the general 
practitioner to X-ray than to send the patient from place to place 
for this purpose. Dr. J. G. A. du Toit, however, said that serious 
abuses had occurred in this connection on the part of general 
practitioners. 

Drugs and Dressings. Further, at the same interview, the 
deputation had agreed with the Commissioner’s interpretation 
of Items 34 and 35 in the W.C.A. Tariff, viz. that 10°, should 
only be added in respect of drugs and dressings actually and neces- 
sarily used. Moreover, prescriptions should not be issued for 
medicaments to be delivered to the doctor’s rooms or to replenish 
his stocks, but only for drugs and dressings required by the work- 
man for self-dressing at home. Antibiotics and sera could be 
supplied from the doctor’s own stocks and he should claim on the 
Fund as provided for in Item 35. 

Delay in Payment and !/on-Payment. This matter, commonest 
in Native cases, was discussed with the Commissioner at the 
same interview. If the employer fails to report the accident the 
account of the doctor who attended the employee is not paid by 
the Commissioner. The Commissioner explained why, except in 
certain obvious cases, he found it impossible to collect the necessary 
evidence for successful proceedings against employers who default 
in this matter. Where the doctor can show that it was the employer 
who sent the workman to him for attention, the doctor, should the 
employer's failure to report result in non-payment, is entitled to 
charge the employer at private rates. 


PARLIAMENTARY COMMITTEE 


The following were amongst the matters dealt with in the 
report of the Parliamentary Committee, presented by Dr. 
Struthers: 

Income Tax Concessions. The Committee reported the conces- 
sions for the expenses of postgraduate study as set out in the 
letter from the Commissioner of Inland Revenue—published in 
the Journal of 11 January 1958 (32, 50). These had since been 
extended to cover expenses incurred in sitting for an examination, 
even though a study course had not been undertaken (e.g. the 
examinations of the College of Physicians and Surgeons of South 
Africa). 

Pensions for Self-employed Persons. Drs. M. Grundlingh and 
P. D. Combrink interviewed the Commissioner of Inland Revenue 
on 11 December 1957 and presented a memorandum by Dr. 
Combrink, which is published on page 505 of this issue of the 
Journal. The Commissioner said that the Minister had been 
approached by other bodies representing self-employed profes- 
sional persons on the subject of a rebate of income tax in respect 
of provision for pension, and viewed the matter sympathetically. 
It would be difficult, he said, to frame an amendment to the Act 
which would cover a number of pension schemes differing in 
character, and he suggested that the Association should confer 
with other interested bodies such as the Law Society, the Society 
of Chartered Accountants, and Chambers of Commerce and 
Industry. This the Parliamentary Committee would do. Dr. 
Grundlingh made the suggestion that it might be of assistance if 
the funds of the approved scheme or schemes were invested with 
the Treasury. 

Specialist Registration: Recognition of Hospital Departments. 
A deputation had met the Specialist’s Committee of the Medicai 
and Dental Council on | February 1958 and discussed the proposal 
that in ‘approved hospitals, e.g. the Provincial (Port Elizabeth), 
the Bloemfontein and the Boksburg-Benoni Hospitals, the same 
credit should be given for specialist training as at ‘teaching hos- 


* Amendments to W.C.A. Tariff (1958): S. Afr. Med. J., 32, 
356 (29 March). 
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pitals’ and ‘teaching hospital equivalents’; that is to say, | year’s 
credit should be earned by | year’s a (instead of for 2 
years’ training as at present). Prof. G. Elliott, Chairman of 
the Specialists Committee pointed out hong Medical Council was 
concerned only with standards, and could not take into account 
the effect of their policy on the staffing position of the hospitals: 
and, further, that if the conditions for approval were made more 
Stringent the result might be fewer approved hospitals. He said 
the request of the deputation would be considered and that the 
Association would be consulted before any amendments were 
made in the relevant regulations. 

Charges for Team Work. Federal Council noted the ruling of 
Medical Council that where a procedure involved services of more 
than one practitioner the patient was entitled to know in advance, 
and should be informed, what services were to be rendered, and 
what charges made, by each doctor; and, provided the patient 
was so informed, it would not be unethical for one member of the 
team to submit an account detailing the amounts payable to 
each practitioner and reimburse the other members of the team 
subsequently. It was noted that this procedure was what the 
Parliamentary Committee had recommended when it met Medical 
Council to discuss the question. 

Liaison with S.A. Society of Physiotherapists. On an invitation 
from the Society it was agreed that liaison should be instituted 
and that Dr. C. Adler, who is a specialist in physical medicine 
and a member of Federal Council, should be appointed to act as 
liaison officer with Dr. J. H. Gear, who is President of the S.A. 
Society of Physiotherapists. 

Medical Advisers to Pharmaceutical Companies. At the request 
of Medical Council a small deputation from the Parliamentary 
Committee had met the Executive Committee of the Medical 
Council on this matter. The decisions taken by Medical Council* 
as a result of the meeting were now submitted to Federal Council 
and noted. 


TRAINING OF INTERNS IN ANAESTHESIA 


Federal Council had before it a letter from the S.A. Society of 
Anaesthetists submitting the Society’s views on the training of 
interns in anaesthesia, viz. that every intern, before he can be 
registered as a medical practitioner. should receive at least 
| month’s full-time compulsory training in anaesthetics or, where 
facilities for such a course are not available, should produce 
evidence that he has administered at least 100 anaesthetics under 
supervision. These views, the letter stated, were submitted to 
Federal Council and Medical Council in 1956. The letter went 
on to express the opinion that any hospital not able to provide 
adequate supervision in anaesthesia should have its recognition 
withdrawn as a hospital suitable for the training of interns. The 
Society protested against the action of the Association in sub- 
mitting to the Medical Council a report on the subject by its 
Medical Education and Internship subcommittee (the McMurray 
report) without first seeking the comments of the Society on the 
report. The letter contained arguments in favour of the policy 
advocated by the Society, and enclosed a memorandum in criticism 
of the McMurray report. The Society concluded by expressing the 
opinion that Federal Council should rescind the report and 
recommend to Medical Council that the resolutions of the Society 
should be implemented. Federal Council decided to submit to 
the S.A. Medical and Dental Council the Society’s letter and the 
memorandum enclosed with it. 


THE HONORARY SYSTEM IN THE PORT ELIZABETH HOSPITALS 


A memorandum from the Cape Midlands Branch was considered, 
representing that the honorary system was no longer suited to 
the Provincial and the Livingstone Hospitals and should be 
replaced by the sessional system. At the Provincial Hospital there 
are no residents; in some departments practitioners are employed 
on a sessional basis to perform duties ordinarily undertaken by 
residents, but in others all such work, even of a most minor 
nature, has to be done by the honorary staff. At the Livingstone 
Hospital, for non-Europeans, where there are now 630 in-patients, 
as well as 350 out-patients and casualty cases a day, there is also 
a shortage of residents. The return journey from town is 10 miles, 
and the honorarium does not even cover the visiting doctors’ 
travelling expenses. The advantages which an honorary expects 
from his association with a general hospital do not accrue in the 


* Report (1958): S. Afr. Med. J., 32, 383. 
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case of this non-European hospital. The honoraries at the two 
hospitals are dissatisfied with the situation and wish to have the 
honorary system replaced by payment on a sessional basis together 
with reimbursement of travelling expenses. 

In discussion it appeared that in spite of what had happened in 
the other Provinces there was no desire in the Cape Province 
generally for the honorary system to be brought to an end. It 
was pointed out that at Butterworth and Umtata the honoraries 
had succeeded in negotiating with the Provincial Administration 
special payment for work which is over and above what is normally 
done by an honorary. 

Federal Council decided in favour of the continuance of the 
honorary system in the Cape Province generally, but resolved that 
the Augmented Executive (Cape) be asked to consider and nego- 
tiate for the increase of honoraria and the payment of travelling 
expenses at Port Elizabeth in consultation with members of the 
Cape Midlands Branch. 


JOURNAL 


Appointment of Assistant Editor. The Head Office and Journal 
Committee reported that in response to advertisements in the 
Journal and in the British Medical Journal inviting applications for 
the position of Assistant Editor (full time) 11 applications had 
been received—4 from South Africa, 6 from England and 1 from 
Kenya. The Committee recommended that Dr. A. P. Blignault 
be appointed, and after discussion Federal Council accepted this 
recommendation nem. con. Dr. Blignault is highly competent in 
Afrikaans as well as English, having studied in the Afrikaans 
medium at Stellenbosch University for 5 years and in the English 
medium at Cape Town University for 6 years. He followed 
University courses in the subjects of English and Afrikaans, and 
in the Hoogste Afrikaanse Taalbond Examination he took the 
first place in the Union, with Ist class honours, for which he was 
awarded the ‘Onse Jan’ Prize. He has published a book in Afri- 
kaans. Besides the M.B., Ch.B. (Cape Town) he holds the degrees 
of M.A. in Psychology cum laude (Stellenbosch), M.Ed. (S. Afr.) 
and B.A. in Social Science, as well as the Primary Teachers’ 
Certificate, Cape (Ist class) and the Diploma for teachers of 
special subjects, with distinctions in applied psychology. Dr. 
Blignault worked for 2 years as teacher on the staff of the Training 
College, Graaff-Reinet, and 3 years as principal and super- 
intendent of the Jan Kriel School for Epileptics, Kuils River. 
For 6 years he has held the post of psychiatrical officer on the 
staff of Valkenberg Hospital, where his work and publications 
have earned him an international reputation. At Stellenbosch 
University Dr. Blignault was editor of the monthly magazine, 
Die Stellenbosche Student, and he has been a regular contributor 
to various periodicals of articles of a general and literary, as 
well as medical and educational, nature. He wrote a book on the 
theory of education in 1943 (Die Opvoeding van die Hele Kind). 
Dr. Blignault was awarded the Hamilton-Maynard Memorial 
Medal as the author of the most outstanding article in the South 
African Medical Journal in 1954. 


Journal Medals 1957 


The Hamilton-Maynard Memorial Medal for the most out- 
Standing article in the South African Medical Journal in 1957 
was awarded to Prof. D. J. du Plessis for his article, ‘Some im- 
portant features in the development, structure and function of 
the parotid salivary glands’ (3 August 1957, p. 773). 

The Leipoldt Memorial Medal for the best article by a general 
practitioner was awarded to Dr. H. H. Laubscher for his article, 
‘Snake bite: a case report’ (2 February 1957, p. 102). 


MISCELLANEOUS 


‘Physician and Surgeon’. The Southern Transvaal Branch had 
expressed the view that general practitioners should not use the 
designation ‘Physician and Surgeon’ in the telephone directory. 
The Branch consulted the Medical Council, who stated that the 
use of the designation en name plates and stationery was allowed, 
and that the question of its use in the telephone book might be 
raised by Federal Council if it so desired. At the present meeting 
of the Federal Council a general feeling was expressed that the 
designation, now less commonly used than formerly, was in 
order, and that it carried no implication of specialist registration. 
It was decided to take no action. 

Dispensing of Equivalents and Substitutes. A letter from the 
Ethical Drug Association was considered in regard to the dispensing 
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of substitutes when branded ‘ethical preparations’ were prescribed. 
Sick funds had authorized chemists to substitute certain prepara- 
tions when a branded product was prescribed. The letter concluded 
with the opinion that no substitution should be allowed unless 
reference is made to the doctor on every occasion. In the debate 
on this matter a distinction was drawn between ‘substitutes’ and 
‘equivalents’. Many drugs were marketed under different names 
by different pharmaceutical houses, and there was often a great 
variation in the cost of drugs according to the name under which 
they were dispensed. In view of this, machinery had been set up 
in many countries to classify preparations according to their 
action and to indicate what equivalents might be used. Medical men 
were assisting the S.A.R. & H. sick fund, and also the hospital 
administrations, to prepare lists of equivalents. No one, a speaker 
said, wants substitutes, but it was often advisable to use equivalents. 
Federal Council decided that the doctor should prescribe what 
he wants his patient to have, and there should be no substitution 
without his consent; but that reference to the doctor is not neces- 
sary if the doctor has indicated that an equivalent may be dis- 
pensed from a schedule approved by the responsible sick fund, etc. 

Another aspect of the same matter was raised by the nursing 
representatives on the Sub-committee for Liaison with the South 
African Nursing Association, which submitted the following 
resolution: “Where a doctor orders drug A for his patient and 
the hospital dispenser issues drug B, the nurse in charge of the 
patient should not be permitted to administer drug B without 
first obtaining the consent of the doctor.’ This was noted by 
Federal Council. 

Separate Universities Bill. 1t was decided to appoint Dr. E. W. 
Turton and Dr. N. A. Rossiter to attend to give evidence before 
the Select Committee (Commission) on the Bill on points which 
concern the medical profession. 

Proposed Reorganization of Association. At the previous meeting 
Dr. Sichel’s report* had been referred for consideration and 
report to the Executive Committee, who now recommended that 
it be accepted in principle that reorganization was essential, and 
that the report be referred to Branches for consideration and 
comment. Dr. Sichel, in speaking to his plan, modified his memo- 
randum by proposing that the 12 members of the ‘Council’ shall 
be elected by the ‘Federal Assembly’ (and not by members of the 
Association as a whole). Debate ensued, in which modifications 
and alternatives were suggested, and finally it was decided, in 
place of the recommendation of the Executive Committee, to 
send the memorandum to every member of Federal Council for 
study and comment, Dr. Sichel undertaking to collate the replies 
and submit them to Federal Council at its next meeting. 

Rehabilitation. The Subcommittee on Rehabilitation reported 
that the Medical Advisory Committee appointed by Federal 
Council at the request of the Minister of Labour had held 3 
meetings, at one of which the rehabilitation centre at the skilled 
employment factory of Service Products, Johannesburg, was 
inspected. It had been decided to ask the Minister to convene a 
meeting of the Advisory Committee with an appropriate committee 
of the Department of Labour, and to suggest that an official 
associated with the National Rehabilitation Council should be 
detailed to act as secretary at meetings of the joint committee and 
to consult the Chairman of the Medical Advisory Committee 
(Dr. C. Adler) concerning the agenda. 

Liaison with S.A. Nursing Association. The Liaison Sub- 
committee reported a resolution that all orders regarding the care 
of a patient who was being transferred from the operating theatre 
to the ward, including the anaesthetist’s orders, should be in 
writing and should accompany the patient to the ward and there 
be — to the nurse receiving the patient. The resolution was 
noted. 

On consideration of a resolution of the Liaison Sub-committee 
that a nurse should not be allowed to apply splints or take blood 
pressures, Federal Council resolved to call the attention of the 
Medical Council to the fact that the practice of medicine is being 
increasingly affected by prohibitions imposed on nurses by the 
ethical rules of the Nursing Council. 

Physiotherapists and Specialists in Physical Medicine. The S.A. 
Society of Physiotherapists had written alleging that specialists in 
physical medicine had endeavoured to canalize all physiothera- 
peutic treatment through themselves. This allegation was repudiated 
by the S.A. Society of Specialists in Physical Medicine, who 
stated that medical practitioners utilized the services of a specialist 


*Sichel, A. W. S. (1957): S. Afr. Med. J., 31, 994. 
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in physical medicine or of a registered physiotherapist at their 
own discretion; this had been the practice for many years and the 
status quo had never been in question. Federal Council decided to 
take no action. 

Representatives. The following representatives of the Association 
were appointed to various bodies: Dr. L. E. C. de la Hunt to 
the Witwatersrand Medical Library: Drs. M. Weinbren and H. 
Jackson to the S.A. Medical and Dental Council ad hoc Commit- 
tee on the Training and Registration of Radiographers; Dr. H. 
Grant-Whyte, President of the Association (alternate, Dr. M. G. 
Woolf), to the British Medical Association Annual Meeting, 
Birmingham, July 1958; Drs. Seymour Heymann and Emelia 
Krause to the National Council for Child Welfare. 

Federal Council expressed the opinion that when fees are 
payable to members of a body on which Federal Council has 
appointed a representative, the representative should normally 
accept the fees. 


10 May 1958 


South African Medical Directory. \t was reported that in reply 
to an enquiry by Federal Council the S.A. Medical and Dental 
Council had advised that medical practitioners are entitled to 
furnish general information concerning their careers for publica- 
tion in a medica! directory provided it is not presented in such a 
manner as to cause the individual to contravene the Council's 
rules, especially those relating to advertising. 


Association Bronze Medal. This award is limited to 4 in one year. 
For 1958 the award to Drs. R. Schaffer and L. O. Vercueil was 
determined at a previous meeting. At the present meeting the 
award was extended to Drs. P. Jabkovitz and T. Schneider. 

Medical Congress. On the invitation of the Border Branch 
it was decided to hold the next South African Medical Congress 
at East London in 1959. 

The next meeting of Federal Council it was decided to hold in 
Cape Town. 


CLOSED PANEL APPOINTMENTS TO BENEFIT SOCIETIES IN RELATION TO MEDICAL ETHICS 


MEMORANDUM OF SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL * 


At the meeting of the Council held in September 1957 it was 
decided to appoint a special ad hoc committee to investigate the 
above-mentioned subject and to report thereon to the Council. 
For the purpose of outlining the ethical issues which may be 
involved in this matter the following memorandum has been 
drawn up. 

Whereas the Medical, Dental and Pharmacy Act specifies in 
considerable detail the conditions under which corporate bodies 
engaging in the practice of pharmacy may carry on their business, 
the conditions under which corporate bodies such as benefit 
societies may engage in the business of providing medical or 
dental services through the agency of registered practitioners 
employed by them has not been defined; nor is there any specific 
provision for the discipline to be observed by registered practi- 
tioners employed by such bodies, although the authority to exer- 
cise the necessary discipline may be presumed to be implicit in 
the powers of the Council to control medical ethics. Rule 19 of 
the ‘Rules regarding Conduct of which the Council may take 
Cognizance’ deals with the acceptance by medical practitioners 
and dentists of professional appointments. The fact that the Council 
deemed it necessary to promulgate such a rule is evidence of the 
need to exercise control in this matter. The rule has been found to 
be difficult of application and has recently been the subject of 
review by the Council in consultation with the Medical and Dental 
Associations of South Africa. The Council has also agreed that 
legislation should be sought empowering the Council to lay down 
regulations prohibiting practitioners from accepting an appoint- 
ment with any corporate body unless there is a chief medical or 
dental officer in charge who shall be personally responsible to the 
Council for any act done by or on behalf of the corporate body 
which if it were done personally by a registered practitioner would 
be in conflict with medical ethics. This resolution has not so far 
been put into effect, but it is receiving the earnest consideration 
of the Council. Although such a rule would not in itself safeguard 
the ethics of the professions of medicine or dentistry in relation 
to corporate bodies, it has been assumed that it would nevertheless 
provide the essential mechanism for doing so. 


It is apparent that the Medicai, Dental and Pharmacy Act was 
enacted on the assumption that the rendition of medical and 
dental services (other than those provided by a government 
authority for infectious diseases or for paupers) was normally 
to be regarded as a private and personal relationship between 
the doctor and patient under conditions of a free choice of 
doctor by the patient and that the Council would have effective 
power to ensure that the traditional ethical code governing such 
a relationship would prevail. The rapid development of medical 
and dental benefit-society practice in recent years has introduced 
features into the relationship between registered practitioners 
and the public which are widely regarded as being in conflict 
with the traditional professional ethical code and detrimental to 
the honour and interests of the medical profession. Recognizing 


* Considered at meeting of Federal Council (see page 500 of this issue of the 
Journal). 


this and the fact that the Medical Council, as a statutory body, 
has been unable or unwilling to regulate the situation, the Medical 
and Dental Associations have themselves undertaken certain 
measures to control benefit-society practice. The Medical Associa- 
tion has in fact recently declared that its policy is to ensure free 
choice of doctor in benefit societies except in exceptional circum- 
stances. As voluntary bodies, such discipline as the Medical and 
Dental Associations are able to exercise is necessarily restricted 
to their own members and can be escaped entirely by non-members 
of these associations. Considerations such as these inevitably 
induce a condition of timidity on the part of the Associations 
in their attempts to take effective measures against abuses by the 
Societies or even by their own members. The enormous growth of 
benefit-society practice, particularly in industrialized areas, has 
reached such proportions that private medical practice is being 
rapidly eliminated. 

In its deliberations on ‘Bodies Corporate in relation to Medical 
Ethics,’ the Council accepted in principle that the system of private 
medical and dental practice was desirable and its preservation 
necessary in South Africa. While it is universally recognized that 
the ‘insurance’ principle is a wholesome development for the 
provision of medical and dental services to the public, it is the duty 
of the Council to ensure by way of ethical rules that this develop- 
ment proceeds in a manner which will safeguard the traditional 
ethical relationship between practitioner and patient. 

The principal features of closed-panel appointments to benefit 
societies which may be regarded as being contrary to medical 
ethics or detrimental to the honour and interests of the medical 
- dental profession in their relationships with the public are: 

. Limitation of choice of practitioner by the individual patient. 
> The diversion of patients from the practitioners of their own 
choice to practitioners appointed by the societies. 

3. Compulsory membership of a benefit society as a condition 
of employment in particular trades, industries and undertakings. 
This frequently includes not only the employed person but also 
his family. 

4. The abuse of the functions of the appointed practitioners 
as certificating officers for the purpose of disciplining employees 
in industry and commerce in such matters as sick leave and other 
benefits. 

5. The breaches of professional secrecy which flow inevitably 
from (4) above. 

6. Restrictions imposed on professional officers of the society 
regarding the scope and nature of medical and dental services 
to be made available to members of the society and the threat to 
the standards of professional care which such restrictions may 
imply 
7. "Exploitation of the professional appointees (and through 
them of the profession as a whole) in return for ready-made 
practices which the benefit societies are able to offer to the holders 
of the appointments. The per-service remuneration in certain 
benefit societies has been calculated to be considerably less than 
would be assessed under the provisions of section 80 (bis) of the 
Act as reasonable. 
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8. Abuses which flow from the acceptance by practitioners of 
over-large appointments, or multiple appointments, involving 
the care of more patients than any individual practitioner can 
reasonably expect to serve. Such monopolistic practices tend to 
inferior service to the patients by the appointed practitioners, 
to farming out of the work to assistants, and to the sale of portions 
of the monopolies in the form of partnerships. 

9. In a situation in which lay committees and secretaries of 
benefit societies determine professional appointments, it is inevi- 
table that such appointments should on occasions be made with 
little regard to merit. Canvassing for appointments and nepotism 
in the selection of appointees tends to undermine the dignity of the 
profession and the purposes of the ethical rules. It has become 
generally accepted as a fact that many, if not most, closed-panel 
appointments to benefit societies are filled before they are adver- 
tized, the advertisement itself being a mere formality to safeguard 
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the successful candidate in terms of the Council’s ethical rules. 
In the result, those whose self-respect and ethical standards are 
highest are not infrequently left behind in the scramble for appoint- 
ments. 

10. The subservience of professional appointees to lay secre- 
taries and committees in control of the society’s affairs tends to 
lead to a situation in which the maintenance of the goodwill of 
those in control may take precedence over the individual interest 
of the patients. 

11. Resentment by patients against the imposition of doctors 
other than those of their choice (whose services they may be com- 
peiled to call on if only for the purposes of certification) leads to 
an intolerant attitude and unreasonable demands for services 
by the patients and may be reciprocated in the form of an un- 
satisfactory attitude towards the patients on the part of the prac- 
titioners. 


PENSIONS FOR SELF-EMPLOYED PERSONS * 


P. D. Comsrink, Assistant Secretary (Transvaal) Medical Association of South Africa 


For some time now the Medical Association of South Africa has 
been considering the handicap imposed, in so far as income-tax 
concessions are concerned, upon self-employed professional 
persons who desire to make provision for retirement. 


Social Security and Employees 


The past ten years has shown a world-wide interest in providing 
what is generally termed social security. Undoubtedly the last 
world war had the effect in European countries in particular of 
levelling off the disparity of income existing as between higher and 
lower classes, and this was accompanied by a decided leaning in 
the political field towards socialism. 

As part of the plans involved for social security there was the 
development of State pension schemes, mainly on a contributory 
basis. France and the Netherlands are two of the countries which 
in the past few years have introduced such schemes, while in Great 
Britain the Beveridge Plan—‘from the cradle to the grave’—set a 
pattern of social security considered revolutionary at the time. 

In South Africa, unaffected by the ravages of war and with 
other conditions being very different, the interest in social security 
has not been emphasized to the same degree. Nevertheless, Acts 
such as the Workmen’s Compensation Act of 1941 and the Un- 
employment Insurance Act of 1946 have shown the State’s interest 
in such matters. 

Industry and Commerce have taken big steps in the establish- 
ment of pensions for employees, and it is only recently that in the 
Transvaal the clothing industry established a pension fund 
affecting 10,000 employees. 

The State has recognized that this development towards pensions 
for all employees has meant a growth in the development of such 
funds and last year the Pension Funds Act was promulgated to 
ensure supervision of these Funds. 

Social Security and Self-Employed Persons 

Whereas the growth of pension funds has placed most employees, 
both in the lower and higher bracket of income, in a comfortable 
position concerning their old age, self-employed persons are not 
so favourably placed. 

Members of our profession find that the real incomes they now 
receive as compared with the real income of say 15 years ago has 
fallen; the majority find that it is with some difficulty that they 
can provide for an adequate retirement income—an income 
reasonably in keeping with the standard of living achieved by the 
individual during his working life (i.e. in accordance with the pro- 
visions of most pension schemes). No longer is it found possible 
to sell the goodwill of the professional practice to a junior partner 

for figures that would have been realized in the past, and which 
assisted materially towards providing an income for old age. 
Times have changed. 

The present position is that, without any pension funds having 
tezn established for professional men, our members have to make 
their own provisions according to what they consider fit. 


P ny puined to Federal Council, April 1958. (See p. 500 of this issue of the 
ur ma, 


Taxation 

One of the problems met by the professional man in making 
such provisions for a pension is that of taxation. He must make 
provision for taxed income. The only concession which he enjoys 
is that of a rebate of Is. 3d. in the £ for insurance premiums paid, 

up to a maximum of £7 10s. Od. (the equivalent of £120 in 
premiums). This concession is enjoyed by all taxpayers including 
those who are employee contributors to pension funds and who 
enjoy tax benefits on this account. In any case the concession is 
not very considerable and is certainly not enough to cover insurance 
provisions for dependants as well as for retirement. 

Equity in Relation to Taxation 

The interest of the medical profession lies in the question of 
obtaining relief for professional men for tax purposes in respect 
of contributions made to, for instance, a provident fund. The 
following example illustrates that the tax benefits accruing will 
be considerable: 

A married Transvaal resident at present earning £2,934 p.a. 
and contributing £270 p.a. towards an unapproved pension 
fund or an endowment policy or in some other way providing 
for old age, pays a tax of £426, whereas a person earning £2,934 
p.a. who is allowed for tax purposes to deduct his contributions 
amounting to £270 per annum to an approved pension fund, 
pays a tax of £329. The second person receives a tax benefit 
of £97. 

The Association considers it desirable that professional men 
should be placed in as favourable a position, from the taxation 
point of view, as employed persons who are contributors to a 
pension fund recognized for tax benefits. 


POSITION IN OTHER COUNTRIES 


Recognition of the problem in relation to social security and 
thrift has been given in the United States of America and Great 
Britain and the following details are given in connection therewith: 


Great Britain: Report of the Committee on the Taxation 
Treatment of Provision for Retirement 

In 1950 a Committee was appointed for the purposes broadly 
of (a) reviewing the income tax relating to superannuation funds 
and such similar arrangements for pensions or benefits to depen- 
dants, and (b) to consider whether the scope of income-tax relief 
heretofore available only to employed persons who were members 
of contributory pension schemes be extended to other employed 
persons; and to self-employed persons. The report issued by this 
committee was called the Millard Tucker Report after the Chair- 
man, Mr. James Millard Tucker, K.C., 

In the Finance Act of 1956 several of the suggestions contained 
in the Report were adopted, including revision for taxation in 
regard to contributions made by self-employed persons for the 
purpose of providing pensions and benefits for dependants. In 
brief, the Act allows a deduction of not more than £750 nor more 
than 10°% of the net relevant earnings for the year against income. 
Such deductions have to be used as a premium under an annuity 
contract approved by the Commissioners of Inland Revenue. 
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United States of America 

Bills called the Jenkins-Keogh Bills were introduced in the 1955 
Congress for the purpose of legislation granting to the self-employed 
tax treatment similar to that accorded the employees under quali- 
fied pension and profit-sharing plans. The Bills were approved by 
the House Ways and Means Committee but were not reported 
to the full House. 

The Bills as amended in the Ways and Means Committee 
allow a self-employed person to deduct from gross income each 
year a limited amount of earned income contributed by him to a 
restricted retirement annuity contract. He can deduct annually 
up to $5,000, or 10° of earned income, whichever is the less, 
but not more than a totai of $100,000 during his lifetime. There 
is a 5-year carry-over of unused deductions. 


10 May 1958 


RECOMMENDATION 


It is submitted, with respect, that the taxation relief referred to 
is worthy of the consideration of the Government as being a 
contribution towards the amelioration of the present position 
for those who, as self-employed persons, are required to make 
their own provisions for their retiring years. 

It is realized that these concessions, if granted, will result, in 
the early years, in a fall in the total taxes accruing to the Treasury, 
but the Association contends that the refusal of the concession 
for this reason would constitute an unfair tax burden on this 
particular type of taxpayer, and that any loss of revenue arising 
from the concession should be spread over all taxpayers as a body. 


STUDIES ON NITROGEN METABOLISM IN KWASHIORKOR* 


J. D. L. HANSEN and H. E. SCHENDEL 
Red Cross War Memorial Children’s Hospital, Cape Town and Department of Medicine, University of Cape Town 


The widespread prevalence of kwashiorkor among infants and 
young children of Africa and other under-developed countries is 
a matter of concern for medical men and public-health adminis- 
trators. It is now generally accepted that its cause is protein 
deficiency (malnutrition); a deficiency that occurs at a time (0-3 
years) when requirements for protein are greater than at any other 
time of life. 

Many fundamental questions have been posed in both the 
treatment and prevention of this syndrome. These include: 


1. What is the effect of protein deficiency on nitrogen metabolism 
and utilization? 

2. What are the minimal protein requirements at different ages 
under varying conditions of health, activity, climate, etc.? 

3. What is the extent of individual variability in protein require- 
ment? 

4. Many basic vegetable foodstuffs such as maize are seriously 
deficient in certain essential amino acids. How does such deficiency 
and/or imbalance of amino acids affect nitrogen metabolism in 
man and how can it be overcome ? 

5. Is there any difference in the digestibility of animal and 
vegetable protein foodstuffs, and how important is this digest- 
ibility factor? 

6. Can vegetable protein mixtures be adequate substitutes for 
milk and other animal proteins when they are unavailable? 

In an attempt to answer some of these questions we have investi- 
gated 60 children in the acute and convalescent phases of kwashior- 
kor. Clinical observations have been supported by measurements 
of nitrogen balance and serum protein. The relative nutritional 
value of different formulae have been judged by their ability to 
(1) regenerate and maintain a normal serum albumin, (2) initiate 
and maintain weight gain, and (3) produce adequate nitrogen 
retention. 

Preliminary results show, as expected, that milk formulae 
produced good nitrogen retention, weight gain and a rise of serum 
albumin to normal levels which were maintained over a long 
period of time. Of interest is that nitrogen retention on milk is 
significantly higher in the first 2 weeks of treatment than it is 
after that time. Since the mean percentage absorption (74°4) 
is significantly lower during the first 2 weeks than later on (86%), 
this higher retention is apparently achieved by better utilization of 
absorbed nitrogen. The significantly smaller excretion of urinary 
nitrogen supports this conclusion. It may be inferred, therefore, 
that the child with kwashiorkor has no difficulty in metabolizing 
protein, providing it is given in sufficient quantity and in suitable 
form. 

When maize meal is added to milk in convalescent cases, the 
mean percentage absorption of nitrogen was 70%. This is signifi- 
cantly lower than when milk is given alone. However, the retention 
of nitrogen was not significantly affected, apparently because of 
better utilization. This suggestion is supported by a reduced 


* Abstract of paper read at a meeting of Research Forum, University of 
Cape Town, held at Groote Schuur Hospital, Cape Town on 15 April 1958. 


urinary loss of nitrogen. Weight gain and serum-albumin levels 
were also satisfactory on this formulae. 
Vegetabie Mixtures 

Five convalescent cases treated solely with maize meal plus a 
supplement of salt and vitamin for varying periods of time up to 
6 weeks showed nitrogen retentions of less than 100 mg./kg./day 
(mean 52 mg./kg./day). The low protein content of maize resulted 
in a poor protein intake and its high bulk content was apparently 
responsible for the poor absorption (66%). The addition of 
glycine as a non-essential source of nitrogen to this formula to 
bring the nitrogen intake up to a higher level did not improve 
nitrogen retention significantly (mean, 61 mg./kg./day). In 4 
cases, followed for periods of more than 4 weeks, the serum 
albumin fell to subnormal levels. Weight gain was slower than on 
milk formulae and tended to cease after 4 weeks on the formula. 
By all criteria therefore a pure maize diet was unsatisfactory. 
The addition of non-essential nitrogen in the form of glycine did 
not improve the utilization of maize meal. 

A mixture containing 33° maize meal, 33° maize germ and 
33°% green pea flour plus a supplement of salt and vitamin was 
studied in 4 children for periods up to 60 days. The mean nitrogen 
retention on this formula over 13 balance periods was 121 mg. /kg. 
day, which is within the optimal normal range, which we have taken 
as 100-200 mg./kg./day. This retention is significantly better 
than on mealie meal plus glycine, although the mean percentage 
absorption of these two diets was identical. This mixture showed 
itself capable of initiating cure in 1 case and of regenerating serum 
albumin and maintaining it at a high level for 2 months. The 
preliminary results suggest therefore that this mixture may be a 
reasonably satisfactory substitute for milk. The persistently 
impaired absorption of all formulae containing maize meal needs 
further investigation. 


Synthetic Amino Acid Formulae 


These formulae have previously been used to establish whether 
amino acids, even in the absence of vitamins, are capable of initiat- 
ing cure in kwashiorkor. This work has since been extended with 
the purpose of establishing the relative importance of amino-acid 
balance, total amino-acid intake, and the desirable ratio between 
essential and non-essential amino acids. The results to date show 
that a synthetic amino-acid mixture of 18 amino acids with glucose, 
vitamins and a salt mixture produces a nitrogen retention as good 
as milk formulae in the early phases of treatment. 

No difference in nitrogen retention could be detected in 7 balance 
periods between a formula containing the 18 amino acids of milk 
protein and one containing the 11 amino acids believed to be 
essential for infants when they were fed at a level which formed 
30°, of the calorie intake. If the calories provided by the formula 
containing. the 11 amino acids is reduced to 16°, the nitrogen 
retention is significantly less, although initiation of cure and 
regeneration of serum albumin can still take place. Further work 
is in progress to establish the nitrogen retention of an amino 
acid mixture patterned on maize protein when it is administered 
at various levels. 
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PASSING EVENTS : IN DIE VERBYGAAN 


Dr. and Mrs. P. Toker, of Johannesburg, left by air on 5 May for 
Israel, the United Kingdom and the Continent. They will be 
away for 3 months. 

Dr. O. M. Haarburger, of Cape Town, left on 1 May for a 5-month 
visit to Europe and England. He intends to visit clinics in Austria, 
Switzerland and Holland, and to attend the International Ophthal- 
mological Congress in Brussels. . 
Dr. J. Graham Scott, of Johannesburg, who is an adviser to the 
WHO trachoma committee will represent the South African 
National Council for the Blind at the forthcoming International 
Ophthalmic Congress in Brussels. 

Opknappingskursus te PT Die Mediese Vereniging-Tak 
Oranje-Vrystaat en Basoetoland het verlede jaar ’n komitee benoem 
om die moontlikhede van nagraadse opleiding in Bloemfontein 
te ondersoek. Die komitee het onder die voorsitterskap van 


dr. R. Theron aan die werk gespring en reeds twee kort naweek- 
opknappingskursusse gereél. Een was oor intérne geneeskunde en 
die ander oor chirurgiese onderwerpe. Albei kursusse was van 
hoé gehalte en leersaam en was goed ondersteun. 

Onder die beskerming van die Kollege van Interniste, Chirurge 
en Ginekoloé van S.A. is ’n kursus van 1 week gereél, van 21 tot 
25 April en al die lede van die Vrystaat en Griekwaland-Wes is 
in kennis gestel. Hierdie kursus is nie so goed bygewoon nie, 
maar die opkoms was nogtans vir ’n eerste grootskaalse poging 
baie bemoedigend. 

Die lesings het die hele veld van moderne geneeskunde gedek, 
veral uit die oogpunt van die algemene praktisyn beskou en het 
gegaan oor kingergeneeskunde, interne geneeskunde en chirurgie 
met sy vertakkings. Buite-pasiéntklinieke en saalrondes was ook 
in die baie vol program ingewerk. Twee aande was gewei aan 
symposia, een oor peptiese ulkura en een oor hoofpyn, en besonder 
interessante voorlesings van hoé gehalte is gelewer. 

Al die lesings is deur plaaslike spesialiste waargeneem. 


REVIEWS OF BOOKS : BOEKRESENSIES 


DR. LIVINGSTONE, A MEDICAL HISTORY 


Livingstone The Doctor—His Life and Travels. A Study in 
Medical History. By Michael Gelfand, O.B.E., M.D., F.R.C.P. 
With a foreword by C. Hely-Hutchinson. Pp. xix+333. 18 
Illustrations. 4 Maps. 42s. net. Oxford: Basil Blackwell. 1957. 


Contents: Foreword. Preface. I. Introduction. Livingstone’s Contributions. 
Il. His Early Life and Medical Training. III. Livingstone’s First Years at Kuruman 
and Early Journeys into the Interior. IV. Livingstone Founds New Stations at 
Mabotsa, Chonuane and Kolobeng. V. His Explorations to Lake Ngami and 
Visits to Makololo Country. VI. Kolebeng Destroyed. Livingstone’s Expedition 
to Makololo Country to Found New Station. VII. His Search for Outlet to West 
Coast and Arrival at Loanda. VIII. His Sojourn at Loanda. IX. Loanda to 
Linyanti. X. Down the Zambesi to Tete. XI. Livingstone at Tete. XII. Tete to 
Quelimane. XIII. His Reception in England. XIV. Planning the Zambesi Expedi- 
tion. XV. Early Days of the Expedition on the Zambesi. XVI. The Expedition 
Reaches Tete and Disappointment at Kebrabasa Rapids. XVII. Up the Shire 
River and the Discovery of Lake Shirwa, the Shire Highlands and Lake Nyasa. 
XVIII. Livingstone Revisits Makololo Country. XIX. The Fate of the Helmore- 
Price Mission. XX. The Arrival of the Universities’ Mission to Central Africa. 
Livingstone’s Attempt to Ascend the Rovuma River. he Missionaries 
Settled at Magomero and Their Clashes with the Natives. XXII. Further Arrivals 
at the Mission. Sickness Aboard the Pieneer. The Arrival of Mary Livingstone. 
XXIII. The Troubles and Abandonment of Magomero and Death of Bishop 
Mackenzie. XXIV. Sickness Continues on the Zambesi. Death of Mary Living- 
stone. XXV. Another Attempt to Conquer the Rovuma. Trials and Deaths of 
the Missionaries at Chibisa. XXVI. The Last Days of the Zambesi Expedition. 
XXVII. Advances in the Knowledge of Malaria. XXVIII. Livingstone’s Return 
to England and Departure for the Central Atrican Lakes. XXIX. He Reaches 
Lake Tanganyika. XXX. Livingstone Discovers Lake Mweru. XXXI. On to 
Lake Bangweulu and Journey to Ujiji. XXXII. Amongst the Manyuema. 
XXXIIL. The Massacre at Bambarre and Livingstone’s Return to Ujiji. XXXIV. 
Stanley Finds Livingstone. XXXV. Stanley’s Departure. Livingstone Determined 
to Complete His Task. XXXVI. His Final Journey. XXXVII. The Cause of Death. 
XXXVIII. From Chitambo to Westminster Abbey. Bibliography. Appendices: 
A. Trees and Plants used as Food or Medicine by the Natives of Tete on Zambesi. 
B. Examination and Verification of the Body of the late Dr. Livingstone. C. On 
Fever in the Zambesi. D. Fevers of the South-East Coast of Africa. E. On the 
Fever of East Central Africa. Index. 


Dr. Gelfand has put students of African history as well as collectors 
of ‘Africana’ in his debt by compiling this book. It is a distin- 
guished effort. 

What a wonderful character was Livingstone! His early days 
in medical school as well as the long dreary and difficult travels 
through Central Africa which he undertook, are vividly described. 
A very accurate clinical picture is given of this devoted man, 
racked with malaria and dysentery, and driven on by his noble 
mission. The recipes for fever powder and Zambezi Rouser are 
given; they make an interesting study in therapeutics. 

Finally, the dramatic exploration of Stanley, and their meeting 
at Ujiji is described. 

Livingstone’s death and the transport of his body to its final 
resting place in Westminster Abbey is likewise accurately reported. 

book makes a worthwhile addition to any medical or historical 
library. It is copiously illustrated, and produced in a way that 
does credit to the publisher. 


S.T.T. 


MANAGEMENT OF HANDICAPPED CHILDREN 


Management of the Handicapped Child. Diagnosis, Treatment and 
Rehabilitation. H. Michal-Smith, Ph.D., Editor. Foreword by 
Arnold Gesell, M.D. Pp. X + 276. Illustrations. $6.50. 
New York and London: Grune & Stratton, Inc. 1957. 


Contents: Foreword. Introduction. 1. The Child with Severe Behavior Disorders. 
2. The Child with ‘Nervous’ Habits. 3. The Child Who is Mentally Gifted. 
4. The Socially and Emotionally Deprived Child in Institutional Care. 5. The 
Child with Speech and Language Disorders. 6. The Child with Impaired Hearing. 
7. The Visually Handicapped Child. 8. The Child with Cleft Lip and Palate. 
9. The Child with oe of Physical Growth. 10. The Child with Neuro- 
muscular Disease. Cystic Fibrosis and Celiac Disease in Childhood Mal- 
nutrition. 12. The Child with Nephrosis. 13. Community Aspects and Care for 
the Handicapped Child. Recommended Readings for Parents. Index. 


The distinguished group of contributors well known in the fields 
of pediatrics both in their home lands the USA and abroad have 
every reason to be proud of the book they have produced. 

If we had any doubts of the worth of the work, the name of 
Dr. A. Gesell of the Gesell Institute of Child Development of 
New Haven, Conn. would be sufficient cachet to dispel these. 
But the book speaks for itself, with eloquence, with intelligence 
and with humanity. 

Growing up and attaining a respected place in modern society 
is a full time task for all of us who may be physically perfect. 
For the handicapped child the problem is magnified and if it is to 
be overcome at all can often only be achieved by careful and 
sympathetic assistance from the earliest stage. The Spartans 
exposed their weak children, the Roman patria potestas gave the 
father the right to do the same to his deformed offspring. The 
measure of a civilization is the care and attention it gives to its 
handicapped members. 

Under the editorship of Prof. H. Michal-Smith are collected 
clinical descriptions, careful notes and suggestions for management 
of all varieties of handicapped children. It may come as a surprise 
to find the mentally gifted child classified as a handicapped child, 
but there is no doubt that if forced through the mill made of modern 
education, the child’s peculiar needs will not be met and its talents 
will be wasted. We can ill afford to waste these talents to-day or at 
any other time. 

The nervous child, the child with disordered behaviour, and the 
mentally deficient child can disrupt and destroy a home, and by his 
presence alone can deprive normal members of his family of 
their rightful share of parental care and of opportunities for 
education and advancement. The needs of the whole family often 
cry for relief when such a child is being brought up in a private 
home. 

The book makes a strong appeal for a careful history, an accurate 
classification and proper management. It should be read by every 
general practitioner and every paediatrician. 

S.T.T. 
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CORRESPONDENCE 


DEAFNESS CAUSED BY A NOISY OCCUPATION 


To the Editor: The following case is of interest: A man, aged 52, 
who worked in the power house of a mine, complained of inability 
to detect differences in the intensity of the sounds made by the 
engines at his work. He had worked in the power house for 2 
years. On examination, there was gross impairment of hearing, a 
loud watch being heard with difficulty by both ears at a distance 
of | inch. Both drums were normal. With a tuning fork air con- 
duction was better than bone conduction. 

The patient (against advice) continued to work in the power 
house for a further 6 weeks, after which time the deafness was 
worse, and he could no longer hear a watch at a distance of 1 
inch. He then agreed to give up his noisy occupation. From 
previous experience of deafness caused in Natives working with 
jack hammers on the mines in South Africa, I thought that the 
deafness would be permanent. He was seen by a specialist who 
held the same view. 

For the next 7 weeks the patient was almost completely deaf. 
Then he woke up one morning and, to his surprise, heard a cock 
crowing. He said that his hearing had returned to normal. On 
examination, he could hear extremely well when I spoke to him 
in a low whisper. Air conduction was still better than bone con- 
duction. 

He asked for a certificate to return to work in the power house. 
Needless to say, this was refused. 

S. V. Humphries 
C/o Bank of New South Wales 
341 George Street 
Sydney, Australia 
7 March 1958 


DR. M. WEINBREN 

To the Editor: The Executive of the Radiological Society o 
South Africa at its meeting on 12 February 1958 decided that 
Dr. M. Weinbren’s many years of devoted service to the Society 
since its inception should be recognized by the Society. 

Dr. Weinbren has been connected with the Society in some 
active capacity, as a member of the Council, or as its Chairman, 
almost continuously, and he has always been a tower of strength, 
not only with advice, but in actively preparing and presenting 
memoranda, serving on subcommittees and _ representative 
committees, and pleading the cause of the Group. 

In recognition of this service the Executive has elected Dr. 
Weinbren an Honorary Life President. 

We feel that this tribute should be made known to our colleagues, 
and we would be grateful if you would publish it in the Journal. 


Harris Jackson 
Hon. Secretary, Radiological Society of South Africa 


318 Pan Africa House 
Troye Street 
Johannesburg 

28 April 1958 


EMOLUMENTS OF MEDICAL POSTS IN THE PUBLIC SERVICE 


To the Editor: | read with interest the letters from Dr. J. J. du P. 
le Roux! and ‘£1,380 recently published in the Journal and 
should like to offer the following comments on behalf of employees 
of local authorities. 

There are many medical practitioners employed by local 
authorities who have their salaries adjusted to Government 
scales, but it is not incumbent upon the local authority to pay the 

vacation savings bonus or give identical leave, superannuation or 
travel facilities. Moreover the gradings of such employees are 
kept on the lowest scale and the Department of Health apparently 
raises no objection. 

It is felt that such conditions have an adverse effect on recruiting 
for both the public service and municipalities, but those already 
in the service are forced by financial considerations (especially 
accumulated pension rights) to remain and wait for retirements 
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or death vacancies. 
points for consideration. 


1. That local authorities should be compelled to pay the 
vacation savings bonus and to adjust other privileges to Govern- 
ment standards. 

2. That any increases or decreases in Government scales should 
automatically be made by local authorities. (This is not usually 
done since any small saving is apparently acceptable to the local 
authority concerned.) 

3. That the scales should contain increments, long-service 
payments and merit awards. 

4. That clinicians should be placed at least on similar scales to 
administrative medical officers. 

5. That pension rights should be freely interchangeable and that, 
in view of the short time which most medical officers with experience 
can serve in public service, as compared with clerical and adminis- 
trative grades, allowance should be made for previous work and 
higher qualifications and the pension benefits accordingly adjusted. 

6. That all posts in the municipalities should be graded by the 
Department of Public Health independently of the local authorities 
in order that some form of equation may be established. 

The Medical Association is often the only tribunal which the 
individual doctor can approach with the certainty of an unpre- 
judiced and full hearing, and I have no doubt that any appeal by 
members will be seriously considered by their Branch Councils 
and finally by the Federal Council, particularly as the numbers 
engaged by local authorities is likely to increase, owing to the 
wide field the present small task force is expected to cover under 
the Public Health Act. 


2 May 1958, 


1. Le Roux, J. J. du P. (1958): S. Afr. Med. J., 32, 386 (5 April). 
2. *£1,380" (1958): /bid., 32, 459 (26 April). 


I would therefore suggest the following 
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EMOLUMENTS OF MEDICAL POSTS IN THE PUBLIC SERVICE 


To the Editor, | should like to endorse the remarks of *£1,380" in 
his letter on this subject which was published in the Journal on 
26 April. 

Unfortunately he has only touched on one of the difficulties 
brought about by the late Dr. Bremer’s 1954 equation scales, 
viz. that since paragraph 22, section (e), is now no longer recog- 
nized one can stay on £1,380 fixed for ever and a day; the post of 
the Tuberculosis Officer, Port Elizabeth, is an example. 

I should therefore like to add that two other matters should 
receive very careful attention: 

1. That all posts that qualify for refund purposes should be 
equated at Union level, thus removing a perennial source of dis- 
satisfaction arising from the whims and fancies of individual 
medical officers of health. 

2. That the Union Health Department should have the power 
to insist that its equated scales are paid. If not, there is little 
point in instituting equation at all. 

J. O. Pearson 
P.O. Box 298, Cape Town 
24 April 1958 


*£1,380" (1958): S. Afr. Med. J., 32, 459. 


EIGHTH INTERNATIONAL CONGRESS OF RADIOLOGY 


To the Editor: This Congress is to be held in Munich, Germany, 
on 23-30 July 1959. I should be grateful if any radiologist intending 
to attend and prepared to serve as a delegate from South Africa 
would be so kind as to let me know, as it is customary to appoint 
a delegation when possible. 
Harris Jackson 

Hon. Secretary, Radiological Society of South Africa 
318 Pan Africa House 
Troye Street 
Johannesburg 
28 April 1958 
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